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Pool, E. H.: War Wounds: Primary and Secondary 
Suture. J. A. M. Ass., 1919, lxxiii, 383. 


There are three varieties of suture of war wounds, 
primary suture, delayed primary suture, and sec- 
ondary suture. 

The advantages of primary suture are obvious. 
The disadvantages consist in closing noxious 
micro-organisms, particularly of the type which 
produce gas gangrene, within an imperfectly de- 
brided wound. An occasional severe gas-bacillus 
or pyogenic infection will counterbalance many 
successful closures. Primary suture is indicated if 
early and thorough débridement can be done and the 
case can be watched carefully for some days. During 
active periods when the number of wounded is 
large and they must be evacuated early, primary 
suture should not be considered. 

Wounds involving the muscles of the calf, thigh, 
or gluteal regions should not be closed as a rule after 
a longer interval than eight hours. Wounds of the 
face and scalp are regularly sutured. Generally 
wounds of the hands should be sutured. Extensive 
wounds of the feet should be left open. 

Partial primary suture of wounds of the soft parts 
has nothing to recommend it; it is often harmful 
and therefore should seldom be employed. 

A wound closed by primary suture should be 
examined within twenty-four hours and the general 
condition of the patient carefully watched. These 
precautions cannot be too strongly urged. Local 
tenderness or spontaneous pain with swelling in a 
wound twelve hours after primary suture is sug- 
gestive of gas-bacillus infection. Suggestive general 
symptoms are rapid pulse, a moderate rise in 
temperature, and a peculiar gray appearance of the 
face. These rapidly become worse if the condition 
is not relieved. It is the failure to recognize the 
development of gas-bacillus or pyogenic infection 
sufficiently early, the unwillingness to admit failure 
of the primary suture and to re-open the wound 


completely and excise freely the gangrenous muscle 
that causes the fatalities. 

The technique of primary suture is described 
briefly as follows: thorough débridement; complete 
hemostasis and sufficient washing of the wound to 
remove blood clots and loose fragments of tissue; 
muscles and aponeurosis are approximated with 
interrupted catgut and the skin and subcutaneous 
tissues are closed with interrupted silkworm gut. 
A drain is rarely needed but should be employed 
for twenty-four hours if there is likelihood of oozing. 
After dressings are applied the parts should be im- 
mobilized. 

Delayed primary suture is a suture which may be 
used when the edges of the wound can be approxi- 
mated and will unite without excision of tissue. 
Secondary suture may be used when the epidermis 
has grown inward and must be excised for proper 
union. In determining whether a wound may 
be sutured or not reliance must be placed chiefly 
on cultures showing the presence or absence of 
hemolytic cocci. For this, a routine blood-agar 
examination is essential. Delayed primary suture is 
usually done within six days after the primary opera- 
tion. Its advantages are the practical elimination 
of the danger of gas-bacillus infection and a marked 
lessening of the danger of pyogenic infection. 

When a delayed primary suture is to be used all 
dressings after the primary operation are made 
according to the Carrel-Dakin technique. As pre- 
operative preparation, the skin is painted with 
tincture of iodine after thorough cleansing as in 
routine dressing. The details of the suturing are the 
same as for primary suture. 

When the daily wound smear shows approximate- 
ly one organism to two fields on two successive days 
and two successive cultures show an absence of 
hemolytic cocci, the wound is suitable for secondary 
suture and is prepared exactly as for delayed 
primary suture. The new epidermis along the skin 
edge is then excised. The skin is freed by under- 
mining in all directions as far as necessary in order 
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to approximate the edges with the minimum tension. 
Dense scar tissue and projections of granulation 
tissue are removed. When possible, the deep fascia 
is approximated with interrupted catgut. Skin and 
subcutaneous tissue are closed with silkworm gut. 

In most cases of compound fractures of the long 
bones delayed primary suture should be aimed at 
when the patient can be properly operated upon 
and watched thereafter. Primary suture may be 
performed safely in some cases but is dangerous. ° 

In cases of joint wounds treatment should con- 
sist in complete débridement of the tract, removal of 
foreign bodies, irrigation with saline, distention 
with ether, absolute closure of the joint by suture, 
with or without primary suture of the soft parts 
according to rules laid down for primary suture, and 
finally, early active motion. 

If following the operation the joint becomes dis- 
tended, it should be aspirated immediately. If a 
culture demonstrates pyogenic infection, lateral 
incisions should be made at once, or if the original 
incision allows satisfactory drainage, it should be 
re-opened and the treatment for suppurative 
arthritis begun. H. C. FALK. 


Grégoire, R. F.: The Immediate Closure of War 
Wounds. Med. Rec., 1919, xcvi, 195. 


Grégoire reviews the indications and technique of 
immediate suture of war wounds and maintains that 
the remarkable and unexpected results obtained by 
war surgery in all branches had their origin in the 
early attempts at primary closure of wounds. 

The advantages of immediate suture were the 
prevention of gas gangrene, the abolition of suppur- 
ation with its attendant innumerable dressings and 
painful and long-continued after-treatment, and the 
gain in the number of returnable effectives to the 
fighting line. 

The method is based upon certain principles of 
pathologic physiology; it is not to be applied indis- 
criminately but should be governed by precise thera- 
peutic indications. 

The wound is first inoculated by the foreign body 
but not at first infected. In the first few days follow- 
ing the receipt of the injury there is a sort of stupor 
of the region involved. The wounded tissues do not 
react; there is no sign of diapedesis; the micro- 
organisms are not proliferating. This period of 
stupor lasts for seven or eight hours after the infec- 
tion of the wound. At the end of that time the white 
blood cells begin to invade the wounded region and 
the system of defense is organized. Simultaneously, 
however, the micro-organisms begin to develop, the 
anaerobes being the first to proliferate. From the 
fortieth hour on, both anaerobes and aerobes abound. 

Therefore, between the moment when the wound 
is inoculated and that in which it is infected there is 
a period of stasis or stupor lasting from eight to 
twelve hours which the surgeon may utilize to re- 
move both the disorganized tissues and the infecting 
agents. 

Suppuration is a formal contra-indication to 
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suture. When the wound is already bathed in pus it 
is too late to close it, even after resection of the in- 
fected tissues. It must then be sterilized by chem- 
ical methods similar to the Carrel method. 

Foreign bodies, projectile fragments, clothing, 
infected skin, soil, and contused and devitalized 
muscle must be removed until bleeding contractile 
muscle is exposed. Above all, hemostasis must be 
complete before primary suture is attempted. 

Wounds of bones and joints require a more vigor- 
ous technique and greater skill on the part of the 
surgeon, but the percentage of functionating and 
useful joints far exceeds that formerly obtained in 
civil practice by methods of drainage and long- 
continued fixation. H. A. McKnicur. 


Blier, E.: Delayed Suture of Simple Flesh Wounds. 
Am. J. Surg., 1919, xxxiii, 178. 


The author deals solely with simple flesh wounds 
not involving vital organs or including wounds of the 
bones. These formed the largest percentage of 
cases in the base hospitals of the American Expedi- 
tionary Forces. 

From a military standpoint the treatment of such 
simple flesh wounds was most important as, when 
properly managed, nearly all patients could be 
returned to some grade of duty if not to the front 
lines, and the mobility and efficiency of the hospital 
depended upon the speed with which such patients 
could be cured and evacuated. 

While the Carrel-Dakin treatment with delayed 
suture is an ideal method when properly carried out, 
its use was not possible during the stress of a ‘‘ push”’ 
with the inadequate facilities and assistance available 
and the great and insistent demand for beds. Under 
ideal conditions primary suture after excision is the 
method of choice at evacuation hospitals where the 
patients can be held for four days or longer. 

In the author’s experience at a base hospital 
the wounds which showed clean raw surfaces of 
muscle or fascia with practically no granulations 
came from evacuation hospitals forty-eight to 
seventy-two hours after the primary operation. No 
attempt was made at extensive bacterial study but 
many of the wounds showed bacterial counts of 
less than one to five fields after the first dressing and 
a few of these were sutured immediately on arrival 
with excellent results. It was not feasible to perform 
immediate suture on a large scale, however, as the 
patients came in convoys of three to five hundred 
and it required from two to three days to classify 
and treat the emergency cases. 

Treatment preparatory to closure is of two types: 
(1) intermittent instillations with Dakin’s solution, 
and (2) the application of simple wet dressings of 
bichloride of mercury or Thiersch’s solution. 

When the Carrel method of sterilization was 
employed faithfully as described by Carrel and 
Dehelly, the results were striking and within forty- 
eight to seventy-two hours the wounds appeared 
clear and healthy. But these results could be 
obtained only if careful attention was paid to every 
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detail of the technique. Any deviation impaired 
the result, and asthe service grew, errors in technique 
became common because of inadequate facilities and 
changing personnel. 

The second method of preparation mentioned is 
much more simple and requires no skill and training 
in dressings. It consists of the application of wet 
packs of Thiersch’s solution (borosalicylic) or 
Burow’s solution (aluminum acetate) which are 
changed daily. When treated in this way the 
wounds were ready for suture within a few days. 
The surgeons learned to rely upon the clinical 
appearance of the wound and often sutured success- 
fully those in which the bacterial count showed large 
numbers of bacteria per field. 

The suturing was of three types: (1) suturing 
when the wound was sterile; (2) suturing after 
denudation or complete re-excision of the wound; 
and (3) suturing after curettage of all fresh granula- 
tions down to their film of scar. 

By far the greater number of wounds were closed 
according to the second method. The results of 
the first method were not gratifying as 50 per cent of 
the wounds became infected either from the wound 
surface or from small cysts of pus under the flat 
surface of granulation. According to the second 
method the skin about the wound, the wound 
itself, and the granulations were thoroughly iodin- 
ized and the skin edges and granulations dissected 
off in one piece if possible as soon as the wound 
looked ready for suture. The skin was then un- 
dermined to permit proper coaptation and the 
wound flooded with ether, sponged dry, and su- 
tured. A primary union was the result. Other 
advantages were that time was saved as the per- 
paratory work could be done by untrained assistants, 
the anatomical approximation was better, and 
infection was less common. W. L. StRANBERG. 


Watkins, T. J.: 
Following Abdominal Section. 
Chicago, 1919, iii, 601. 


The Care of Suppurating Wounds 
Surg. Clin. 


Watkins advises the avoidance of all the pro- 
cedures usually employed, i.e., the removal of the 
sutures, drainage, re-opening the wound, and irri- 
gation. Instead he advocates the application of 
moist dressings over the wound as soon as infection 
is discovered. These dressings should be covered 
with protective tissue or paper and changed suffi- 
ciently often to keep the wound comparatively 
clean. In about five days all induration and redness 
will disappear, only a little seropurulent discharge 
will remain, and the opening will be reduced in size. 
When completely healed, there is little or no evidence 
of suppuration. 

The advantages claimed are: (1) the injury done 
the wound by the suppuration is slight; (2) the 
patient is not greatly disturbed either physically 
or mentally; and (3) the time before recovery is 
shortened as when the suppuration stops there is 
very little wound left to heal. 

He further states that the wound will drain with- 
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out the removal of the sutures as long ‘as the wet’ 
dressing remains appiied. The sutures protect’ 
against hernia and leave a small wound for healing 
after suppuration ceases. The sutures should be! 
removed only when they cut the tissues. 

L. R. GoLpsMITH. 


Yates, A. L.: A Note on Immunized Skin Grafts., 
Lancet, 1919, cxcvii, 324. 


By the method described an attempt was made 
to immunize the skin from which the graft was to be) 
taken to the toxins of the wound for which the graft, 
was intended. A dressing which had been in contact, 
with the wound to be grafted and soaked with its 
discharge was placed upon an area of skin suitable, 
for obtaining Thiersch grafts and left in place for 
twenty-four hours. It was then replaced by another 
similar dressing. These dressings were applied for 
seven days, at the end of which time the graft was 
removed. The skin so treated became reddened and 
on the third day showed a slight prominence of théi 
papilla. Care was necessary at this point to guard, 
against a violent reaction. If such a reaction oc-; 
curred, treatment was stopped foraday. Those cases 
in which there was no reaction were considered toi 
possess an immunity to the organism of the wound 
and this view was apparently borne out by the _ 
that the graft took readily. 

The grafts were applied to the wound in the ordi-; 
nary manner and covered with perforated water- 
proof tissue Aside froma gentle syringing to remove: 
discharges every two or three days, no further treat- 
ment was necessary. 

The author reports 27 cases treated in this manner, 
without a failure. Three of these were cases which, 
had failed to give results by ordinary methods, 10 
were cases of ecthyma which had resisted treatment 
for several weeks, 13 were cases of lacerated wounds, 
which were slow to heal, and 4 were cases of chronic 
ulcer. In all instances a certain amount of mobjlity 
of the limb was allowed. W. J. Tucker. 


ASEPTIC AND ANTISEPTIC SURGERY } 


Latouche, P.: The Healing of War Wounds and 
Their Antiseptic Treatment with Vincent’s 
Dry Borohypochlorite Dressings (De la réunion’ 
des plaies de guerre et de leur traitement anti-! 
septique par le pansement sec boro-hypochlorité de 
Vincent). Arch. de méd. et pharm. mil., 1919, 
Ixxi, 189. 

Latouche refers first to the efficacy of Vincent’s: 
borohypochlorite powder at the first- aid stations.! 
His clinical experiences have confirmed the claims? 
that the use of the powder limits infection and 
permits deferring surgical operations when for’ 
any reason this is necessary or expedient. He 
mentions a case in which a wound was kept in good‘ 
condition in this manner for five days before opera- 
tion. On the basis of his experience with boro-' 
hypochlorite dressings he has been led to use them 
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in his ambulance service instead of the Carrel 
method. 

Vincent’s powder is a mixture of 10 parts of 
hypochlorite of lime and go parts of powdered boric 
acid. The mixture is preserved in colored glass 
flasks. It is neither caustic nor toxic; its application 
is painless, and the presence of calcium chloride 
gives it a hemostatic quality which is of great value. 
It dissolves very slowly and its antiseptic action 
is therefore much prolonged. A powdered wound dries, 
does not suppurate, and assumes a pale reddish tint. 
Clinical practice has confirmed the laboratory 
findings that bacterial flora rapidly disappear from 
wounds treated with the powder. 

In the author’s ambulance service he used the 
powder after the complete surgical operation, 
shaking it in a thin coating between the muscles, etc. 
In closed wounds the powder may be injected into 
all the crevices of the wound with the help of an 
assistant and a sterilized glass insufflator. 

Latouche points out that in many services where 
the more elaborate equipment required for the 
Carrel and other methods is not available the 
use of borohypochlorite powder is of especial value. 

With regard to primary suture the author states 
that he is inclined to limit its application, especially 
in the hands of young and inexperienced surgeons. 
In war, particularly, the surgeon may not be ab® to 
devote the time to the care of the patient that is 
demanded by primary suture. Moreover, there is 
always the possibility that not all of the infected 
portion of the wound has been completely excised. 
Surgical sterilization in such cases must be sup- 
plemented by chemical sterilization and in such 
event the borohypochlorite powder is of manifest 
efficacy. W. A. BRENNAN. 


ANZSTHETICS 


Hinojar: The Value of General Anesthesia In- 
uced by Means of Ether-Oil Injections into 
the Rectum in Otorhinolaryngological Sur- 


gical Operations (Utilidad de la anestesia general ° 


or la mezcla etéreo-oleosa en inyeccién rectal en 
as intervenciones quirfirgicas otorinolaringolé- 
gicas). Med. Ibera, 1919, NG&mero extraordinario, 
1 Cong. nac. de med. y cirug., 103. 


The principal advantage of general anesthesia 
over local anesthesia is that with the loss of sensation 
there is also loss of consciousness. 

In some ear, nose, and throat cases anesthesia by 
inhalation is extremely inconvenient. 

Ether anesthesia induced through the rectum 
solves the problem of obtaining insensibility and 
unconsciousness without interfering with surgical 
operations on the neck, mouth, face, nose, and ears. 

The ether-oil mixture in suitable quantity and 
proportion gives a regular and lasting anesthesia. 

The technique of its use is extremely simple and 
the after-care required is insignificant. 

No special preliminary preparation of the patient 
is necessary. 

It may be difficult for very small children to 
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retain the mixture but this can be overcome by a 
previous brief inhalation of chloroform. 

The face should be covered with a folded cloth 
in order to hasten relaxation and prolong the dura- 
tion of the anesthesia as long as possible. 

If there is delay in obtaining anesthesia or if 
during the operation the patient shows signs of 
regaining consciousness prematurely, profound anes- 
thesia may be obtained by pouring a few drops of 
chloroform on the layer of cloth. 

Rectal ether-oil anesthesia should not be 
employed in the cases of patients who are suffering 
from any form of acute or chronic intestinal trouble 
or for very short operations. It appears to be un- 
desirable also for patients with cancer of the upper 
respiratory passages. M. M. Marruies. 


Eggleston, C., and Hatcher, R. A.: A Further 
Contribution to the Pharmacology of the Local 
Anesthetics. J. Pharmacol. & Exper. Therap., 
1919, xiii, 433. 

One fact of fundamental importance has emerged 
from the authors’ investigations, namely, that the 
“essential” elimination of all the local anesthetics 
studied, except cocaine and holocaine, proceeds with 
great rapidity and is completed within a few min- 
utes following the intravenous injection of a sub- 
lethal dose. The “‘essential”’ elimination of cocaine 
and holocaine is a much slower process, and that 
of cocaine may not be complete after periods of 
from one to two or more days. ‘The elimination 
of all of the local anesthetics in the cat has been 
shown to be accomplished by their destruction in 
the liver, as demonstrated by perfusion of that organ 
with solutions of the several drugs. In view of the 
close similarity of the behavior of the human body 
to toxic doses of local anesthetics, it is highly 
probable that man eliminates these drugs in the 
same way as the cat, especially since such rapid 
elimination by the kidney is most improbable. 

The local anesthetics may be divided into two 
groups according to their rate of destruction or 
“essential” elimination in the cat: Group 1, which 
is made up of those which are rapidly eliminated, 
includes alypin, apothesin, beta-eucaine, nirvanin, 
procaine, stovaine, and tropacocaine. Group 2, 
which is made up of those which are slowly elimi- 
nated, includes cocaine and holocaine. This group- 
ing apparently applies also to these anesthetics as 
used for man. 

The prompt recovery of the cat following the 
intravenous injection of a just sublethal dose of 
any of the members of Group 1 is due to the rapid 
destruction of these drugs, while slower destruction 
in the case of cocaine and holocaine explains the less 
rapid and complete recovery after corresponding 
doses of the members of Group 2. 

The ability of the cat to withstand repeated 
intravenous injections of large fractions of the 
minimal fatal intravenous doses of the members of 
Group 1, when given at intervals of fifteen to twenty 
minutes, and to survive the slow and continuous in- 
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jection of several times the average fatal intravenous 
dose. depends upon the rapid “essential’’ elimination 
of these drugs. The animal's inability to with- 
stand similar injections of corresponding amounts of 
the drugs of Group 2 is due to their slower elimi- 
nation. 

The “essential” elimination also explains the 
relative low toxicity of the members of Group 1 
when administered subcutaneously as well as the 
rapid recovery of man from non-fatal acute poison- 
ing by the members of Group 1. Max Kaagn. 


Farr, R. E.: Abdominal Surgery Under Local An- 
esthesia. J. Am. M. Ass., 1919, |xxiii, 391. 


The personal element enters largely into the 
question of the advantages of local over general 
anxsthesia. Some of the advantages of local 
anexsthesia are enumerated in this article. The local 
anesthetic is safer. The use of epinephrin which 
permits more deliberate work gives the surgeon a 
control over the blood supply which the author be- 
lieves is superior to that offered when operating 
uncer a general anesthetic and therefore enables 
him to combat hemorrhage more efficiently. More- 
over, as of necessity the tissues must be very 
carefully handled, there is less trauma and less 
shock, and nausea, vomiting, and their associated 
dan7ers are absent. 

The anasthetic of choice is 0.5 per cent procaine 
in Rinver’s solution combined with 5 drops of 
epinephrin to the ounce. In all but cases of hernia 
direct infiltration is used which is accomplished with 
the aid of a pneumatic injector. The author makes 
one primary intradermal wheal and then pushes the 
needle entirely through the skin, infiltrating the line 
of incision in the skin from beneath. By careful 
injection of the various layers, he obtains complete 
relaxation of the abdominal wall. 

All cases of pelvic disorders of a simple nature lend 
themselves well to the use of a local anesthetic as do 
also those requiring intestinal resection and gastric, 
duodenal, and gall-bladder operations. 

R. B. BetrMan. 


Guthrie, D.: Trendelenburg Anzsthesia in Surgery 
of the Pelvis. J. Am. M. Ass., 1919, \xxiii, 388. 


Trauma of the small intestine is one of the direct 
causes of postoperative shock and ileus. For this 
reason the author handles the small intestine as 
little as possible. When the patient is placed in a 
high Trendelenburg position before the anesthetic 
is begun the pelvis will be found practically free from 
coils of small intestine and therefore the handling 
necessary to obtain a clear field is obviated. If 
after the abdominal wall is opened the operator 
gently pulls the lower angle of the wound up, the 
in-rush of air into the peritoneal cavity aids in forc- 
ing back any loops of small bowel which might still 
be down. In the discussion of this paper Ochsner 
stated that it does not matter very much just when 
the use of the Trendelenburg position is begun so 
long as it is started several minutes before the inci- 
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sion is made. Ochsner and Balfour both place their 
patients in the Trendelenburg position after they 
are unconscious rather than before beginning the 
administration of the anesthetic. R. B. Berrman. 


SURGICAL INSTRUMENTS AND APPARATUS 


Rockey, A. E.: Drop-Ether Pharyngeal Anesthesia 
and Apparatus for Aseptic Anzsthesia in 
Plastic Facial Surgery. Am. J. Surg., 1919, 
xxxiii, Anes. Supp., 89. 

Rockey claims that while the devices in gene- 
ral use for vaporizing ether for intrapharyngeal 
anesthesia have proved satisfactory, it is not 
possible to secure even an approximately aseptic 
field for operations about the mouth as none of 
them protect the field from mouth secretions or 
permit the use of efficient antiseptics. Such asepsis 
may be obtained by providing a safe airway for 
respiration through which the anasthetic may be 
given. This must securely block the larynx from 
blood or antiseptics strong enough to sterilize the 
surface and, after the site of operation has been clean- 
sed, protect it from re-infection by the mouth 
secretions. 

The author claims that in a very large class of 
these cases a method by which ether is inhaled 
by mouth through a large pharyngeal tube and 
cofferdam of gauze packing properly placed is 
superior to any other. In this way an efficient 
block between the operative field and the respiratory 
tract, so necessary for the performance of ideal 
operations in this region, is afforded and makes 
possible a degree of asepsis in the operation not 
possible by any other method. 

The inhaler which Rockey has devised consists of 
a curved airway adapted to the mouth and pharynx. 
The open and slotted end should be so placed 
that it rests just above the larynx back of the epi- 
glottis. This inhaler is provided with a movable 
joint which makes it possible to turn the tube 
upward for operations involving the mouth and 
neck and downward for those performed upon the 
face and head. The nasal tubes are attached to a 
Y-tube so curved that the stem may be firmly fixed 
over the nose by a strip of adhesive plaster which 
insures stability and prevents obstruction in kinking. 
The inner diameter of the pharyngeal tube ‘s % inch 
and that of the connecting rubber tube 34 inch. 
A practical working length of the tube is 30 inches. 
The funnel of spun metal is provided at the top with 
crossed curved wires to support the gauze cover and 
surrounded by a grove in which fits a coiled spring 
to hold the gauze in place. The inhalation tube 
is so arranged that it is not possible to pour liquid 
ether into it. The opening to admit air directly in the 
inhalation tube is placed in the bulb of the handle 
at a convenient place for finger control. 

After complete anesthesia is established the 
pharyngeal tube is introduced or, in a comparatively 
few cases, the nasal tubes are placed. The posterior 
part of the mouth is then well packed with gauze. 
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Much depends on the thoroughness and care with 
.which this is done. The gauze pack forms the neces- 
-sary dam of protection both for the respiratory 
tract and for the field of operation. The inhalation 
tubes, pharyngeal and nasal, may be held in place 
by an adhesive strip applied around or over them 
and attached to the forehead or face as the character 
,of the operation admits. If this is carefully done a 
ssatisfactory anesthesia may be maintained without 
interference. ‘ 

It is essential that the ether be given by an 
anxsthetist who is able to maintain safely such a 
:degree of anesthesia as will prevent any attempt at 
vomiting which might clog or displace the tube and 
.and destroy the asepsis of the operative field. 
“The inhaler described gives drop-ether from what 
.1s practically an open mask as the finger of the 
-anesthetist at all times has an instant touch control 
of the air mixture. I. C. Hers. 


Lawrence, D. H.: A Splint Method for the Treat- 
ment of Fractures of the Clavicle. Mil. Surgeon, 
1919, Xlv, 231. 

; The author illustrates by photographs the steps 
in the application of a new fixation splint for frac- 
tures of the clavicle in healthy adults such as soldiers 
jin‘ the field. This splint consists essentially of a 
twell-padded board, 20 by 4 inches in size, which is 
applied transversely across the spines of the scapulx 
while the patient lies on his back and is held firmly 
in place by two wide plaster of Paris bands which 
icross diagonally at the middle of the board and pass 
sunder the shoulders as a figure of eight. The long 
ends are firmly bound to the chest by a separate 
plaster bandage which includes also the extremities 
of the board. By this means the shoulders are held 
firmly ‘in the desired position while the arms are 
free. FE. M. MILier. 


Foster, W. J.: A Thomas Arm Splint with a Flexible 
"Elbow. Brit. M. J., 1919, ii, 237. 
; The writer states that there is need for imprové- 
/ment in the type of splint used for the treatment of 
fracture of the elbow-joint and describes a splint 
iwhich: may be applied to either arm and is useful 
.also in the treatment of fractures of the humerus 
and:forearm. This consists of a shoulder ring with 
,a strap.passing around the chest with a buckle at- 
tached. Two pieces of metal with a jointed elbow 
extend. on either side of the arm from the shoulder 
ving to. the wrist and an extra. two inches of the 
jupright pieces below the joint. is fitted with an ex- 
tension bar, The splint is completed by a strap 
attached. to the outer metal pieces about 6 inches 
jabove and below the joint and fitted with a buckle 
Aor extension and flexion. Flannel bandages are used 
around the arm and splint from the axilla to below 
the elbow. _ 
, 'In;the author’s opinion this splint offers the best 
.chance for the restoration of function in the elbow 
.and greatly lessens the danger pf ischemic paralysis. 
in treating the fracture, the arm is put up at 
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right angles, and each day as the swelling diminishes 
the strap is shortened % to 1 inch at a time until 
the elbow is flexed as much as is safe with due re- 
gard to the amount of swelling present. The limit 
of flexion having been reached in about a week, the 
strap is lengthened inch by inch until the forearm 
is extended to at least half the normal. The amount 
of flexion or extension is increased as the pain and 
swelling decrease and the bandages are removed 
from the forearm daily for massage. 

The extension bar is more rigid in this splint than 
in the Thomas arm splint, and in fractures of the 
humerus traction may be made by passing a flannel 
bandage over the elbow-joint and knotting it below 
the bar. In fractures of the forearm it is possible 
to maintain supination and at the same time make 
a daily variation in the position of flexion and exten- 
sion. 

The author does not use this splint for fractures 
of the surgical neck of the humerus as he finds that 
such fractures do well when a pad is placed in the 
axilla, the arm is bandaged to the chest wall, and 
early massage and passive movement are instituted. 

R. B. MARTIN. 


De Martel, T.: Gastric Surgery. A Method of 
Clamping (Chirurgie gastrique; méthode de 
Vécrasement). Presse méd., Par., 1919, xxvii, 374. 

While the Mayo écraseur is a great improvement 
in instruments for clamping the stomach, it is far 
from perfect as it is too long and heavy and does 
not hold the viscera with sufficient security. 

De Martel has devised a new type of écraseur 
which he describes in detail. This instrument con- 
sists of two clamping blades of equal length which 
can be articulated and disarticulated easily at one 
end. In order to bring them into contact great force 
is required and this is obtained by the use of a speci- 
ially powerful long-handled forceps designed for the 
purpose. When the écraseur is closed the open ends 
of its blades hook into each other by a tenon and 
mortise arrangement. When closed on the viscera 
it is impossible to open it and the stomach would 
be torn before it could slip between the blades. 

One of the great defects of all other instru- 
ments is that they do not prevent the cut edge of 
the viscera from slipping through the clamping 
blades.. The author claims that in his écraseur the 
clamping force exerted is uniform at all points. 
He has used the instrument in many gastrectomies 
and intestinal resections and found it better than 
all others. He has had no fear that the gastric 
cavity would open in the midst of the operative 
field, and because of the security obtained, his 
operations have been rendered as aseptic as the 
removal of a uterine fibroma. W. A. BRENNAN. 


Greenberg, G.: A New Operating Composite 
Cysto-Urethroscope. Ann. Surg., 1919, Ixx, 212. 


The new composite cysto-urethroscope is so 
made that either air or water can be used as a 
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‘medium when examining the bladder and urethra. 
It has both the direct and indirect systems of 
observation. 

The instrument consists of the following parts: 

1. Three tubes each 17 centimeters long and 25 
millimeters wide. One of these is straight and has 
a straight obturator for use in the anterior urethra. 
One has its distal end cut at an angle of 45 degrees 
and is fitted with an adjustable obturator which 
may be bent at an angle or may be used straight. 
Another has its distal end cut at an angle of 30 
degrees which gives a large operating field in the 
posterior urethra. 

2. Two light carriers, one for topical applications 
with air dilatation and one in combination with a 
deflector for use when catheterizing the ejaculatory 
ducts. This combination of light carrier and de- 
flector has one catheter channel for the intro- 
duction of a No. 5 bougie or catheter. A lens 
which is permanently attached to the deflector is 
used only in a water medium. 

3. A magnifying system which consists of two 
sets of observation lenses that can be attached easily 
to the proximal end of the light carriers. 

4. Two operating windows, one for air and one 
for a liquid medium. 

5. The usual accessories for topical applications 
and operations within the urethra. 

The author claims the following advantages for 
his instrument. 

1. A wide field of application in the bladder and 
urethra of both the male and the female. 

2. Lesions of the posterior wall of the bladder are 
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Ney, K. W.: Observations on Gunshot Injuries 
of the Head. N. York M.J., 1919, cx, 229. 


It was our failure to appreciate the importance of 
early wound excision, the evil effects of drainage, 
and the possibility of primary suture after excision 
that for so long kept the operative mortality in 
brain injuries above 50 per cent. Patients having 
brain injuries of th’s nature die usually an anatomi- 
cal death within the first twenty-four hours or, 
escaping this, die an infective death after six to ten 
days or even after many months. It is to the pre- 
vention of these infective sequelae that the author 
directs our attention. 

During Ney’s earlier experience in the French 
service in 1915 he saw patients with brain injuries 
coming back from the front area with the most dis- 
tressing infections. At that time it was believed 
that such conditions were the result of transporta- 
tion. The author, however, attributes them not to 
transportation but to the nature of the operation 
in which the infected and devitalized tissues were 
not removed and successful-drainage was often 
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more easily accessible to this than to the rectangular 
vision cystoscope. 

3. Its simplicity of construction, together with its 
ease of manipulation, makes it adaptable to various 
operative procedures in the bladder and urethra. 

4. The deflector makes it possible to reach any 
part in the urethra without injury to the tissues. 

5. Itis especially useful for fulguration of tumors, 
and inflamed areas in the urethra, and for the de- 
struction of glands and cysts. 

6. The cautery may be used for the destruction 
of median prostatic bars, air being employed instead 
of fluid as a distending medium. 

The article contains twenty illustrations, together 
with an appendix of several colored plates of normal 
and pathologic conditions of the posterior urethra. 

G. J. THomas. 


Slesinger, E. G.: A Pneumatic Inje,ctor for Local 
Anesthesia. British M. J., 1919, ii, 139. 


The apparatus which the author has designed for 
making injections for local anesthesia when a large 
quantity of solution is to be used is extremely simple. 
The essential portion of it is a graduated cylinder 
in the top of which are a tube and a tap to which an 
ordinary bicycle pump may be attached. The 
cylinder is made air-tight by suitable caps. Pres 
sure is maintained and the fluid is controlled by a 
button on the injection valve. 

Slesinger cites the advantages afforded by this 
apparatus as compared with the ordinary syringe. 
The simplicity of its construction appears to be one 
of its most commendable features. W. J. Tucker. 
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blocked in the endeavor to promote it by the use of 
gauze. 

The operative procedure employed chiefly at 
that time was the enlarging of the scalp wound for 
drainage and exploration, or the formation of a 
large osteoplastic flap around it. In either case 
the devitalized soft parts were not removed and only 
the more superficial bone fragments and foreign 
bodies were picked out. Little attention was paid 
to subdural adhesions which, in the endeavor to 
complete a speedy operation, were often torn, thus 
opening the subarachnoid space to infection. 

An interesting fact in connecton with military 
brain surgery was that it was never possible to 
judge the condition of deeper structures by the 
appearance of the scalp wound. Not infrequently 
it was found after operative investigation that what 
appeared to be a most trivial scalp wound was 
really an extensive fracture with extensive subdural 
involvement. The same might be said also with 
reference to the appearance of the external table of 
the skull. Here a small depression or simple fissure 
when trephined usually proved the existence of much 
shattering. or fragmentation of the internal table. 
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In the investigation of scalp wounds the external 
table occasionally showed no evidence of trauma, 
and in such cases the scalp was sutured without 
further interference. When the preliminary neuro- 
logical examination gave evidence of intracranial 
involvement, the skull was opened at the point of 
injury and usually a non-pulsating, discolored dura 
was disclosed. In such cases dural incision was 
practised, providing infection had not become es- 
tablished. With the incision of the tense dura a 
quantity of disorganized brain substance and blood 
clots was extruded, after which the normal pul- 
sations would reappear and the relief of tension 
would permit an immediate closure of the dura by 
suture. This procedure was possible because of the 
early excision of the traumatized area before in- 
fection had become established. The opening of a 
tense, discolored, non-pulsating dura after a care- 
ful excision and cleansing technique was a routine 
procedure and to the author’s knowledge was never 
followed by subdural infection. If practised later, 
in the presence of a definitely established infection, 
such a procedure would be open to criticism. 

In gunshot injuries of the brain it was not con- 
sidered advisable to resort to spinal puncture 
because in open cases after the withdrawal of fluid 
by this means there were always associated the dan- 
ger that the brain would recede and the possibility 
that established subdural adhesions which had 
closed the subarachnoid space around the traumat- 
ized area might be torn. 

Many cases of cranial injury showing both bone 
and dural defects revealed on removal of the dressings 
applied at the first-aid station a greater or less 
quantity of extruded disorganized brain substance 
which continued to ooze from the wound during the 
process of preparatory shaving and during the 
operation. A conspicuous feature in these cases 
was the large amount of cerebral destruction 
possible without the production of general cerebral 
symptoms when there was immediate traumatic de- 
compression. 

It was the author’s observation that the shock 
of cerebral trauma was much greater when the 
. latter was inflicted under general anesthesia than 
without it.. He found that under local anesthesia 
it was possible to proceed with the same operative 
technique without pain or interference from the 
patient and with the complete elimination of the 
shock element which had previously been so dis- 
astrous. With improvement in technique he found 
it possible to produce complete anesthesia in less 
than ten minutes. The infiltration of the scalp so 
reduced the bleeding that when the incision was 
made much time was saved in that only the larger 
vessels required clamping, while very often the 
field was bloodless. The hemostatic effect of the 
infiltration always lasted through the operation or 
sufficiently long for clotting to take place in the 
constricted vessels. 

The anesthetic used was 1 per cent novocaine 
solution to which was added a 1:1000 solution of 
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adrenalin chloride in the proportion of 15 drops to 
30 cubic centimeters of the novocaine solution. 
Morphine, % grain, was given one-half hour before 
operation. 

After shaving the entire head and making as 
complete a neurological examination as c rcum- 
stances would permit, the operative technique used 
by the author’s team at the front was the complete 
excision of the scalp wound, avoiding contact with 
the lacerated edges, the removal of the area of bone 
injury en bloc by cutting around it with a De 
Vilbiss rongeur, lifting the bone block out as one 
piece, and not allowing the instruments to come in 
contact with the infected tissues in the center of the 
piece removed. The evacuation of the disorganized 
brain substance was rapidly effected by having the 
patient cough or blow, after which a soft rubber 
catheter was inserted to palpate any retained foreign 
bodies or bone fragments which had not been 
expressed by the blowing. Finger palpation was 
not used. 

In ventricular penetrations it was found possible, 
after removal of the semifluid brain substance by the 
method described above, to insert long, narrow re- 
tractors and remove foreign bodies under direct 
inspection. When the ventricle was not involved 
and the toilet of the brain tract was completed, 
a 2 per cent solution of dichloramine-T was usually 
introduced. This was allowed to run out during 
the completion of the operation. Often the dura 
was so badly lacerated as to preclude the possibility 
of suture. In such cases the defect was covered 
with a piece of paracranium which was found to be 
as satisfactory as grafts of fascia lata. In other 
defects which could not be closed by suture, the 
opening was covered simply by suture of the scalp, 
which proved satisfactory in every way. The 
scalp was always closed by primary suture and if 
this could not be done without tension the defect 
was covered with the flap or some other tissue, even 
though it might be necessary to rob another por- 
tion of the skull of its covering. The brain lesion was 
never drained, the only drainage ever used being 
just a small piece of rubber glove placed in one angle 
of the incision and removed the next day at the 
first dressing. 

The article is to be completed in the next issue 
of the journal. G. W. Hocnrew. 


Chutro, P.: Cartilaginous Cranioplasties, Indica- 
tions and Techniques. Internat. J. Surg., 1919, 
XXxii, 227. 

A loss of substance of the cranial bones produces 
certain subjective and objective signs and symptoms 
grouped under the name “trephine syndrome”’. 
This syndrome occurs in lesions of the bone and dura 
mater and the superficial layers of the brain with no 
differentiated function. When the cerebral sub- 
stance of the motor or special sense zones is also 
involved, the syndrome of the latter condition is 
observed in addition to the clinical signs of the 
corresponding organic lesion. 
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Properly performed, plastic skull operations are 
usually followed by the disappearance of the syn- 
drome but the concomitant organic lesions are not 
benefited directly. Jacksonian epilepsy is some- 
times improved by cranioplasty, the attacks being 
diminished in number, severity, and duration 
although total disappearance is uncommon. Epi- 
lepsy also may be improved by this procedure. 

The aim in cranioplasty must be twofold: (1) the 
prevention of the faulty cicatrix, and (2) the pre- 
vention of the trephine syndrome. Long experience 
with war surgery has taught that all faulty cicatrices 
of the body should be extirpated because they impede 
function, create abnormal adhesions, restrict the 
action of muscles and joints, and have a marked 
tendency to ulcerate and maintain foci of infection. 
The extirpation of skull cicatrices is obligatory. In 
cases of simple infected scalp lesions the cicatrix is 
apt to become keloidal and painful. When tre- 
phining has been done, the cicatrix is always 
adherent to the meninges and even to the brain. It 
therefore causes constant traction and thereby 
continuous irritation of the meninges. Superficial 
cicatrices are lined with a greatly thickened or 
keloidal layer which has a tendency to spread in the 
cerebral substance, giving rise to a series of invariably 
grave secondary phenomena. These phenomena 
are part of the trephine syndrome. Other signs 
frequently observed are as follows: 

1. A sensation of emptiness in the trephined side. 

2. A similar unpleasant sensation felt when the 
patient is obliged to stoop or lower the head, make 
some effort, or cough. This sensation manifests 
itself in the form of vertigo and nausea. When the 
patient is in a sitting position, a depression is seen at 
the site of the loss of substance. and when he bends, 
a hernia appears in the same place, this being due to 
the movement of the brain. 

3. Intolerance of external vibrations such as the 
rolling of a train. 

In addition there is a series of small signs differing 
with different persons and largely referable to dis- 
turbances resulting from variations in the pressure 
of the intracranial fluid due to the solution in the 
continuity of the skull cap. These signs subside 
following cranioplasty. 

The contra-indications to cranioplasty are: (1) 
infection; (2) the presence of intracerebral foreign 
bodies; (3) hyperpressure, even slight, with oedema 
of the papillz; (4) irreducible cerebral hernia; (5) 
a lesion of the occipital region with visual disturb- 
ances; and (6) recurrent epilepsy which does not 
improve on prolonged rest in bed. Beside these 
cases there are always special cases in which in- 
tervention will be considered inadvisable. 

Cartilage grafts are to be preferred and if possible, 
they should be live grafts. With few exceptions the 
operation is performed under local anesthesia, 1 per 
cent novocaine and adrenalin solution being used. 
A hypodermic injection of morphine is given an hour 
before the operation. 

The two chief steps in the operation are: (1) the 
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preparation of the cranial gap, and (2) the removal 
of the cartilaginous graft. Drainage is indispensable 
since it is almost impossible to obtain perfect 
hemostasis and in the absence of drainage hemato- 
mata are formed between the scalp and the graft and 
sometimes cause the elimination of the graft. At 
the end of forty-eight hours the drain should be 
removed. 

In none of the cases operated upon in two years 
had the graft been absorbed. On the contrary it had 
hardened and thickened, and had become blended 
with the bones of the skull though it remained trans- 
parent to the X-rays. H. H. FRemicu. 


Inigo Nougues, M.: Is There Concussion of the 
Brain without Fracture of the Skull? (2Existe 
conmoci6n cerebral sin que se haya producido la 
fractura del craéneo?) Med. Ibera, 1919, NGmero 
extraordinario, 1 Cong. nac. de med. y cirug., 54. 


While concussion of the brain is often accompanied 
by objective lesions of the cerebrum or its coverings 
and blood vessels, there are also cases in which there 
is no material injury of either the skull or its con- 
tents. Moreover, grave traumata with contusion, 
fracture, hernia, and even loss of cerebral substance 
at times produce a clinical picture which, so far as it 
concerns concussion, is very insignificant, disappears 
very rapidly, and leaves no trace whatever. 

The author therefore concludes: 

1. That concussion of the brain may occur without 
fracture of the skull. 

2. That this condition depends essentially upon 
an intracranial disturbance of the circulation and a 
discharge of the potential energy normally stored 
up by the nerve cells. 

3. That the treatment of concussion is based 
upon the suppression of every kind of stimulus which 
induces the discharge of neuropotential energy and 
upon measures favoring the oxygenation of the 
nerve centers. 

4. That lumbar puncture is not only a therapeu- 
tic means which often gives brilliant results, but 
also a very important factor in the diagnosis and 
prognosis since the withdrawal of a red-tinged 
spinal fluid demonstrates the presence of lesions 
which otherwise would be revealed only by autopsy. 

M. M. Matraigs. 


Hennessy, R. V.: Remarks on Fracture of the Man- 
dible in the Vicinity of the Angle. Med. J. 
Australia, 1919, ii, 88. 

The author cites a case of fracture of the mandible 
at the angle of the bone on either side. Skiagrams 
showed an unerupted impacted third molar tooth on 
each side at the site of fracture. The left molar lay 
at right angles to, and across, the line of fracture 
and acted as a splint. 

Immobilization was accomplished by wiring the 
teeth of the island fragment of the mandible to those 
of the maxilla in correct dental occlusion. However, 
although eight teeth were wired, the anchorage thus 
secured was not sufficient to stand the strain fou 
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longer than one week. After three weeks of immo- 
bilization, there was firm union on both sides and no 
callus was perceptible. Facial symmetry was unaf- 
fected and biting, although with slight inferior pro- 
trusion, caused the patient little inconvenience. 
Observations of three other cases revealed the fact 
that the four-tail bandage method of treatment is 
wholly inadequate for routine purposes because the 
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Gage, H.: Empyema. Boston M. & S. J., 1919, clxxxi, 
84. 

The author reviews two series of cases of empyema 
observed at Camp Devens. Those of Group 1 
occurred during the winter of 1917-18 and follow- 
ed an epidemic of measles and pneumonia. Those 
of Group 2 followed the epidemic of influenza and 
pneumonia which occurred in the autumn of 1918. 

The following tables present a good résumé of 
the series: 





Group 1 Group 2 
No. Deaths % No. Deaths % 
Cases operated upon ......... 43 ° 21 45 9 20 
Cases not operated upon ...... 17 8 47 IL 3 27 
Undiagnosed untilautopsy.... 17 17 100 5 5 100 
Total 17 34 44 61 17 28 
TIME OF ONSET OF EMPYEMA 
Group t Group 2 
SETS ae Cae ee Oe PTO EE TNT ne 27 5 
I hc ssinvie cc cehaedhiek Wencke seas onievia 19 I 
NT 555 cigs ged aaivsunaeewene nee kias 6 13 
ee ee eee 7 II 
EE NS corer ny my nen er I 9 
EC .<tr¢ectevndsgeenncdwnesnin vier ° 17 
Total 17 56 
BACTERIOLOGY OF PLEURAL EFFUSION 
Group 1 Group 2 
No. Died No. Died 
Pneumococcus alone: 
Cases operated upon............ee00e 8 ° 24 5 
Cases not operated upon................ 14 II 4 I 
Streptococcus alone: 
Cases operated upon...........-eeeeeee 26 8 8 2 
Cases not operated upon ............... 14 10 3 ° 
Pneumococcus and streptococcus: 
= LAMB GPOIIOE GOOD, 6. 0.0.6.0.66 66 ccrccencs 7 I 4 ° 
« Cases not operated upon ............... 6 4 ° ° 
Unknown: 
Cases operated upon..............0.005 2 ° 7 2 
Cases not operated upon...............+ ° ° 4 2 
Influenza bacillus: 
Cases operated upon..............0566- ° ° 2 ° 
Cases not operated upon...........+0066 ° ° ° ° 
Total 77 34 56- 12 
TIME OF OPERATION 
Group 1 Group 2 
No. Died No. Died 
On first day of empyema.................. 6 3 17 5 
On second day of empyema ............... 10 4 7 3 
On third day of empyema................. 2 ° 5 I 
After third day of empyema..............4. 25 2 16 ° 


The incidence of empyema to pneumonia in this 
series was as follows: 

Group 1: 485 cases of pneumonia with 77 cases of 
empyema (16 per cent). 
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bite is so seriously interfered with that the jaw cannot 
be satisfactorily brought together. External splints 
should not be used. The wiring method is eminently 
efficacious. The necessary factors are an adequate 
number of clean teeth and a fairly definite dental 
bite. Oral hygiene can be maintained easily with 
a tooth brush and hydrogen peroxide. 
P. H. KREUSCHER. 


THE CHEST 


Group 2: 2,000 cases of pneumonia with 61 cases of 
empyema (3 per cent). 

In both groups the after-treatment consisted of 
simple drainage. In.several of the second group 
Carrel-Dakin irrigation was used. In cases with 
wide-open drainage improvement was rapid. 

The author concludes that in determining the 
time of operation the all-important factors are 
preliminary aspiration, the character of the fluid, 
the rapidity of re-accumulation, and the mechanical 
interference with respiration. 

Regarding the type of operation he states that 
intercostal thoracotomy was found sufficient in 60 
per cent of the cases while in the remaining 40 per 
cent costectomy was. necessary. The latter 
should be done as soon as it is evident that drainage 
is not sufficient. V. P. DreperIcu. 


Fiessinger, N., Wertheimer, P. L., and Meyer, J.: 
Plastic Pernicious Anemia in the Course of a 
Pyopneumothorax Due to the Bacillus Per- 
fringens;- Serotherapy; Recovery (Anémie per- 
nicieuse plastique au cours d’un pyo-pneumothorax 
a perfringens. Séro-thérapie. Guérison). Lyon 
chirurg., 1919, xvi, 89. 

The authors give the full clinical history of a curi- 
ous case of pernicious anemia which they observed 
in the course of a pyopneumothorax due to the per- 
fringens bacillus. This was a case of a wound of the 
left lung from which the projectile had been ex- 
tracted with excision of the affected tissues and su- 
ture of the lung and soft parts. Eight days later 
there were signs of pleural infection and punctures 
yielded a fluid from which pure perfringens bacilli 
were cultured. The general condition of the patient 
became such that death was believed imminent. 

Serotherapy with Weinberg’s anti-perfringens 
serum was then instituted, altogether 200 cubic cen- 
timeters of the serum being injected with good re- 
sults. Soon, however, the patient showed excessive 
pallor and all of the other classic symptoms of ane- 
mia accompanied by slight icterus. Attention was 
immediately turned toward the state of the blood, 
but there was no evidence of hemolysis. It was then 
decided that this was a case of pernicious anemia of 
infectious type extremely rapid in its evolution. In 
six days the red corpuscles fell from 1,800,000 to 
600,000 per cubic millimeter. The anemia was plas- 
tic. Thé leucocytosis oscillated between 30,000 and 
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15,000 leucocytes due to the infectious process and 
the hematopoetic reaction. The blood repair, how- 
ever, was just as rapid as the destruction and within 
six days more the number of red corpuscles again 
rose tO 1,500,000. 

During this period the cause of infection remained 
the same but on the disappearance of the anemia the 
authors did a pleurotomy which the patient with- 
stood very well. This operation had been deferred 
previously owing to his general condition. 

The curious evolution of the anemia raises a bio- 
logical problem of great importance. Why and how 
did the infection provoke the hematic syndrome? 
It is known that in vitro anaerobes are powerful 
agents of hemolysis. In vivo this hemolysis is man- 
ifested by a peculiar pallor and by changes in the 
blood picture. 

From the beginning the patient showed signs of 
intense intoxication with slight icterus and signs of 
hepatic insufficiency such as urobilinuria and gly- 
cosuria. 

In addition to the remarkable clinical effects of 
the injections of serum the authors direct attention 
to a peculiar fact observed in the organic defense. 
In the pleural liquid tapped the perfringens bacilli 
were found agglutinated in masses. This agglutina- 
tion is very rarely observed in vivo and the bacillus 
is difficult to agglutinate in vitro. Probably, there- 
fore, it was due to the agglutinating power of the 
Weinberg serum as it occurred subsequent to the 
injections. W. A. BRENNAN. 


Meyers, J. A.: Studies of the Mammary Gland. VI. 
The Development of the Mammary Gland 
from Its Earliest Appearance Until the Period 
of Pregnancy. Am. J. Dis. Child., 1919, xviii, 4. 


The mammary gland is first represented in the 
embryo by the ‘“‘mammary streak,” a single layer 
of elongated epithelial cells extending on each side 
from the anterior to the posterior limb bud. By 
proliferation of these cells resulting in the formation 
of several layers is formed the “mammary line” 
which is slightly elevated above the epidermis. 
The cell proliferation then continues only at in- 
tervals along the line and in this way forms what 
are called ‘‘mammary hillocks.’”’ The intervening 
portions of the line gradually disappear. As the 
hillocks grow they sink into the subjacent mes- 
‘enchyma and begin to bud from their deeper 
surfaces. 

The buds which divide progressively and sink 
into the mesenchyma represent the future “milk 
ducts.”” In man there are from 15 to 20 primary 
buds in each hillock. The lumen of the milk duct 
in man begins to develop about the sixth or seventh 
‘month and is formed either by a re-arrangement or 
a degeneration of cells. At birth the ducts show con- 
; siderable branching and soon after birth secretion 
appears in the milk ducts of human infants. This 
; secretion, which may cause marked engorgement, is 
usually carried away by leucocytes or direct absorp- 
tion within the next twenty days. In children born 
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postmaturely secretion may be present at birth 
and in those born prematurely it may not appear 
for many days or not at all. The secretion contains 
all the constituents of true milk but it has not been 
determined whether the. stimulus which induces 
activity in the mammary glands of the mother is 
the same as that which excites the glands of the 
new-born to secrete ‘‘witch’s milk.” 

The stroma of the mammary gland develops 
from remnants of the mesenchyma about the mam- 
mary hillocks. As the mammary hillock sinks into 
the mesenchyma its superficial surface becomes 
depressed below the level of the surrounding epider- 
mis by a process of degeneration and desquamation 
by which is formed the ‘mammary pit.” Very soon 
a small papilla forms in the base of the pit, con- 
stituting the beginning of the nipple which grows 
till it fills the pit. In many casés the nipples of 
new-born infants have not yet reached the surface 
of the surrounding epidermis, in others they fill the 
mammary pit, while in the remainder they are 
slightly elevated. Usually the nipples become 
elevated shortly after birth and are of adult size 
and form at puberty. In man each of the 15 to 
20 milk ducts has a separate ‘‘milk pore” in the 
surface of the nipple. In about 7 per cent of human 
embryos supernumerary mammary glands develop 
along the course of the original mammary streak. 

In lower animals severe inanition for a short time 
at an early age temporarily stunts the mammary 
glands. When the animal is refed the glands respond 
slowly. 

Comparison of the sexes shows that in man 
“‘witch’s milk” is secreted by both sexes, that up 
to puberty the milk ducts branch somewhat more in 
the female, that the male mammary gland may show 
some growth after puberty, and that retrogressive 
changes are apparent in the male gland after the 
thirtieth year. Cc. D. Haucna. 


TRACHEA AND LUNGS 


Lilienthal, H.: Full Exploration of the Thorax in 
Recent Wounds of the Lungs. Am. J. Surg., 
1919, XXXill, 177. 

Since spicules and fragments of rib projecting into 
the chest are a source of danger to the lung from 
infection and trauma, an exploratory opening must 
be made so that the inner aspect of the wound of 
entrance may be examined from within. This is 
especially important when the wound of entrance is 
small and not near the area of election for the main 
operation. 

A large incision in the seventh interspace with wide 
rib retraction by means of a powerful spreader will 
permit the examination of all parts of the thorax and 
in the majority of cases make rib cutting unneces- 
sary. 

—_ is easily effected by approximating the ribs 

with pericostal sutures of chromic catgut-or kangaroo 

tendon. Pleural sutures are not necessary provided 
the edges of the pleural wound are turned outward 
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and held while the ribs are crowded together by the 
sutures around them. Muscles and fascia are closed 
with interrupted chromic catgut. In war wounds 
primary suture of the skin is not advisable. 

During the operation some form of differential 
pressure is essential. The author prefers positive 
intrapharyngeal insufflation. 

As well illustrating the advantages of the wide 
exploration made possible by an incision in the 
seventh interspace, a recent case in civil practice is 
reported. In this instance a 32-caliber bullet had 
penetrated the chest over the left nipple and lodged 
posteriorly beneath the pleura in the ninth inter- 
space, having traversed the lung and fractured the 
fourth rib. There was shock and full hemothorax. 
The patient was examined twenty hours later. The 
blood pressure was 120, 80, the pulse, 120, and the 
respiration, 40. The hemothorax was evacuated by 
trocar and cannula and an X-ray examination was 
made to locate the bullet. Intrapharyngeal anes- 
thesia with gas-ether was used. An incision was 
made in the seventh interspace and the ribs then 
retracted. : 

The spicules of bone were then removed by working 
from within. A hematoma was found in the lower 
lobe and the wound of exit was pouting and oozing. 
The bullet having been removed from its bed 
beneath the parietal pleura, the wound was closed 
with the lung partly collapsed and the use of peri- 
costal sutures, the pleura being everted. At the 
wound of entrance the surrounding skin, pectoral 
fascia, and muscle were excised. No suture was 
made. The patient had an uneventful recovery 
and was discharged in twenty days. 

W. L. STRANBERG. 


PHARYNX AND CSOPHAGUS 


Le Fort, R.: The Extraction of War Projectiles from 
the Thorax. Med. Rec., 1919, xcvi, 190. 


On the basis of his large experience in chest surgery . 


Le Fort reports that the prognosis of thoracic wounds 
is greatly improved by active measures aiming at the 
direct treatment of the wound during the first few 
hours, namely, mechanical cleansing of the parts, 
hemostasis, and extraction of foreign bodies, just 
as in wounds of other regions. 

Retained foreign bodies give the following symp- 
toms: cough, hiccough, vomiting, dyspnoea, some- 
times cardiac palpation, and recurring hemoptysis. 
The most common symptom is dyspnoea on exertion. 
The rule therefore should be to remove ali intra- 
thoracic projectiles except very minute fragments. 

All intrathoracic projectiles may be extracted, 
there being no prohibited zone; the entire lung, the 
entire mediastinum, and the heart and its cavities 
may be freed from such foreign bodies. 

A complete radiological study must precede inter- 
vention to remove intrathoracic projectiles, and 
the operation should be safeguarded by the control 
of the screen. Resections of ribs and cartilage 
should be carefully avoided in operations performed 


by the anterior or lateral routes, the dissection of 
flaps or rib retraction being better procedures. 
Small and medium-sized projectiles in the pul- 
monary parenchyma at a distance from the hilus 
and the mediastinum should be treated by extrac- 
tion with forceps pushed through the tissues in the 


‘direction of the projectile while the operator follows 


the movements of the forceps on the radioscopic 
screen according to the procedure of Petit de la 
Villéon. 

The fear of pneumothorax has long been a stum- 
bling block to the progress of intrathoracic surgery, 
but this condition is remarkably well tolerated when 
the myocardium is not seriously diseased. It is not 
a more serious matter to open the pleura than to 
open the peritoneum, and flattening of the lung 
against the vertebral column when the thorax is 
opened occurs only in the cadaver. 

The heart is a viscus the hardness and strength of 
which are truly remarkable. It may be moved 
about and raised without fear. Pressure on the 
ventricles accelerates its action, while pressure on 
the auricles slows it. 

The omission of postoperative drainage of the 
pleura is the most reliable means of avoiding infec- 
tion and other complications. H. A. McKnicur. 


Halstead, A. E.: Diverticula of the Msophagus. 
Surg. Clin. Chicago, 1919, iii, 667. 

Inability to swallow granular food, such as rice, 
beans, etc., is usually the first symptom of < ivertic- 
ulum of the csophagus. Later the in bility to 
swallow becomes more marked and includ-s all food. 
Occasionally the patient is able to swallow only when 
in the recumbent position. In some cases after the 
sac becomes filled food passes on into the stomach 
without further hindrance. Regurgitation is an 
almost constant feature. In ‘some instances the 
food regurgitated is that which was ingested several 
days previously. Pain is often present and is re- 
lieved by regurgitation. Frequently a tumor 
appears in the neck as food is eaten and disappears 
after regurgitation. The history, the tumor, the 
X-ray findings, and the inability to pass a stomach 
tube or an oesophageal bougie more than a very 
limited distance readily establish the diagnosis. 

The etiology of oesophageal diverticula is embry- 
onic, the result of pressure from within the cesopha- 
gus or tension resulting from inflammatory or 
traumatic changes in the neck or mediastinum from 
without. 

Palliative treatment consists of daily lavage of 
the sac. The rational treatment, however, is surgi- 
cal intervention. The author advocates a two-stage 
operation. In the first stage the sac is freed from 
the connective tissues of the neck and its bed packed 
with gauze. In the second stage the sac is ampu- 
tated and the neck invaginated into the cesophagus 
by means of a purse string. The advantage of pack- 
ing the bed of the sac is the fact that the tissues 
of the neck are walled off by granulations. 

R. B. BETTMAN. 
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Sheldon, L.: Rupture of the @sophagus. JU. S. 


Nav. Med. Bull., 1919, xiii, 529. 

While on board ship returning from Brest, France, 
a soldier reported at the sick bay in a condition of 
partial collapse. He was sweating profusely and 
the skin and mucous membranes were very pale. 
His temperature was 96.6, pulse 78, and respiration 
18. He was constipated, had been seasick, and 
had vomited several times, and his appearance was 
that of intense seasickness. About an hour previous 
to reporting he had felt a sudden sharp pain in the 
left chest which had become steadily worse. Ex- 
amination of the left chest revealed diminished 
breath sounds, moist rales, and increased resonance. 
After stimulation and the application of heat he 
rested more easily for a few hours. Then it was 
found he could not defecate, and this with the con- 
dition of partial shock and a distended and tender 
abdomen led to a diagnosis of intestinal obstruction. 
Death occurred suddenly. Just before death it was 
noticed that the left side of the neck was swollen 
and over it was the characteristic feeling of sub- 
cutaneous emphysema. The duration of the con- 
dition was nine and one-half hours. 

When at autopsy the thoracic cavity was opened, 
foul smelling gas escaped. The left pleural cavity 
was found to contain about one quart of dark brown 
fluid with the odor of feces combined with that of 
stomach contents. In the fluid were large pieces of 
undigested meat, corn, and beans. The left lung 
was totally collapsed. Just above the diaphragm 
was a clean-cut rupture of the cesophagus involving 
about one-half of its circumference and extending 
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about 1 inch upward. Except for this rupture the 
cesophagus was normal in appéarance and showed 
no scars or evidence of former disease. The rupture 
was probably brought about by the pressure caused 
by straining at stool when the stomach was dis- 
tended by gas which had accumulated as a result of 
intestinal obstruction. The condition was masked 
by apparent seasickness. I. W. Baca. 


MISCELLANEOUS 


Gwyn, N. B.: Notes from the Service for Wounds 
of the Chest. Canadian M. Ass. J., 1919, ix, 702. 


In a brief review of the 450 chest wounds passing 
through his station from March to December, 1917, 
the author emphasizes the importance of careful 
observation and grouping of cases. 

The wounds complicated by the gas bacillus often 
had a chronic course. Eleven of 23 patients died, 7 
being dangerously ill on their arrival. Several of 
the chest infections developed as late as two or three 
weeks after the primary operation, presumably 
because of the persistence of the organisms in some 
remote corner or small clot. 

The routine treatment of empyema was resection, 
drainage, and irrigation by the Carrel-Dakin 
method. In 13 of 20 cases the wounds which 
had been debrided and sutured at the casualty 
clearing station had to be re-opened. The other 7 
required no further treatment. Two cases of late 
infected haemothorax which the author operated 
upon by cleaning out the pleural cayity and closure 
of the wound proved fatal. FE. M. Miter. 


SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Sundberg, H.: Phlegmonous Gastritis (Ueber Gas- 
tritis plegmonosa). Nord. med. Arkiv., 1919, li, 
Inre Med., 303. 


Although phlegmonous gastritis is considered a 
rare condition, Sundberg has been able to collect the 
records of 198 cases from the literature. To these he 
adds 17 cases observed in his own clinical service up 
to 1917, making a total of 215 cases, all of which he 
tabulates with the bibliographical references. 

In the 215 case reports, the sex is stated in 195. 
One hundred and forty-three of these patients were 
men and 52 women. ‘The ages varied from 20 to 60 
years. Only 8 per cent of the patients belonged to 
the wealthy or leisure classes. Twenty-five per cent 
were addicted to alcohol. In the author’s 17 cases 
there was a history of chronic gastritis with a very 
diminished secretion of gastric juice and achylia. 

The infecting bacteria may reach the stomach 
directly from a focus in the mouth, being borne by 
infected sputum, or the infection may be hemato- 
genous and enter the stomach through defects in the 
muscle or mucosa of the stomach wall. The in- 


flamed condition of the gastric mucosa and the con- 
stant achylia render the stomach wall peculiarly 
vulnerable to streptococcal attack. 

The most characteristic symptom is pus in the 
vomitus. Abdominal pain is also constant. In in- 
tensity and character the pain resembles that due to 
a perforated gastric ulcer. Usually, however, it sub- 
sides when the patient sits up after lying down. As 
a rule, also, the high fever is a symptom differenti- 
ating this condition from ulcer. 

According to many authorities the greatest danger 
in phlegmonous gastritis is peritonitis, but Sundberg 
finds that in one-third of the cases there was little or 
no peritonitis. 

The condition has an extremely bad prognosis. 
There may be spontaneous recovery but in the non- 
operated cases the mortality was 92 per cent. The 
logical surgical treatment is resection of the affected 
part of the stomach. W. A. BRENNAN. 


O’Connor, J. H.: Perforation in Gastric and Duo- 
denal Ulcers. California State J. M., 1919, xvii, 293. 


Only 8 cases of perforating ulcers of the stomach 
and duodenum were encountered in a series of 26,000 
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cases admitted to the Southern Pacific General 
Hospital. None of these was diagnosed before ad- 
mission. The chief symptoms in order of their value 
were: 

1. Pain and tenderness. The pain is sharp, cut- 
ting, burning or stabbing, and localized mostly in 
the epigastrium, although at times it may radiate 
to the right iliac fossa, thus suggesting appendicitis. 

2. Rigidity of the abdominal muscles, which jis 
very marked, often board-like in character, and 
localized in the upper abdomen. 

3. Vomiting, which, though not a striking feature, 
occurs in most cases. 

A history of previous ulcer symptoms is of great 
aid in establishing the diagnosis, but often, and es- 
pecially in cases of duodenal ulcer, cannot be elicited. 

The prognosis is favorable if the diagnosis is made 
and the operation performed within the first few 
hours of perforation, but grows steadily worse as 
the time between perforation and operation in- 
increases. After twelve hours it is grave. 

The author’s operative technique consists of 
closure of the perforation with a layer of chromic 
catgut followed by a layer of silk and a third layer 
of iodinized catgut. The gastrocolic or gastro- 
hepatic omentum is included in the last suture. The 
abdomen is closed without drainage except when 
the perforation cannot be sutured satisfactorily. It 
is not advisable to do a gastro-enterostomy. Accord- 
ing to the Mayos, a perforated ulcer is a cured ulcer. 

The after-treatment consists of placing the patient 
in Fowler’s position and treatment by proctoclysis 
with a glucose sodium bicarbonate solution in tap 
water. R. B. BeTTMAN. 


Friedenwald, J.: A Case of Perforated Gastric Ul- 
cer with Abscess Formation; Perforation 
through the Lung, with Spontaneous Re- 
covery. Am. J. M.Sc., 1919, clviii, 179. 

The article reports a case of perforated gastric 
ulcer with the formation of an abscess which opened 
and drained through the lung. It gives also a brief 
résumé of the literature. 

The patient, aged 51, gave a family and personal 
history which was negative except that he had had 
periods of indigestion for the past thirty years. 
These attacks were characterized by eructations, 
pyrosis, constipation, frequent nausea, and slight 
vomiting, and by pain which began two hours after 
meals and was relieved by alkalies. At no time, 
however, was there vomiting of blood or retained 
food, the stools had never been tar-colored, and 
there were no kidney symptoms. The history was 
negative also as regards venereal infection. 

During the attack reported the patient was seized 
with severe and agonizing pain over the left epigas- 
trium which was accompanied by distention and 
distinct tenderness of an epigastric area. His 
temperature ranged between 1o1 and 103 degrees. 
Cough and hiccough then developed and were 
followed shortly by purulent expectoration which 
the first day amounted to approximately 1 quart. 
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Following this, the temperature receded and the 
pain diminished. 

At the time of examination the patient, who was 
thin and poorly nourished, had much respiratory 
discomfort. His tongue was coated and there was 
pyorrheea alveolaris. The abdomen was distended 
slightly, the recti were spastic, and there was a 
tender area in the epigastrium. The blood exam- 
ination showed 11,900 leucocytes with 70 per cent 
polynuclears. The X-ray examination revealed 
the presence of an ulcer at the pyloroduodenal 
juncture and a slight bronchiectasis. 

After admission to the hospital a gradual decrease 
in the expectoration was accompanied by a gradual 
fall in the temperature. One week later the patient 
was discharged as well. 

In 1894 Maydl reported 179 cases of subphrenic 
abscess of which 35 were due to perforation from the 
gastro-intestinal tract. 

Subphrenic abscesses may be extra- or intra- 
peritoneal and are always unilateral. Those on the 
right side are found between the liver and the 
diaphragm while those on the left side occur between 
the diaphragm, the stomach, the spleen, the trans- 
verse colon, and the left lobe of the liver. The abscess 
is an encysted localized peritonitis of varying size 
and usually contains gas. The presence of colon 
bacilli in the pus shows that the gastro-intestinal 
tract is the origin of the infection. 

As a rule the symptoms are acute, but they may 
develop slowly. Those which are most common are 
epigastric pain, marked dyspnoea, vomiting, hic- 
cough, fever, and expectoration of pus. 

The article is closed with a review of four cases 
reported in the literature. P: M. CHAseE. 


Balfour, D. C.: Surgical Treatment in the Bleed- 
ing Type of Gastric and Duodenal Ulcer. J. 
Am. M. Ass., 1919, xxiii, 571. 


Various complications, such as acute and chronic 
perforation, obstruction, deformity, malignant de- 


* generation, and hemorrhage, may develop in direct 


connection with gastric and duodenal ulcer and 
present to the surgeon added problems. One of the 
most important of these is hemorrhage. 

Gastric hemorrhage has been the cause of more 
confusion in diagnosis, uncertainty in therapeutic 
indications, and irrationality in treatment both 
medical and surgical than perhaps any other gastric 
condition. This paper is concerned chiefly with two 
groups of cases: first, those in which operation 
proved unsatisfactory because of error in attributing 
the bleeding to a lesion which was not present, and 
second, those in which the surgical procedure 
carried out failed to obviate further hemorrhages 
even though a correct diagnosis was made. 

The first group of cases, namely, those in which 
no intrinsic lesion is present, is very important and 
requires careful study as to the cause of the hemor- 
rhage; the hematemesis may be due to such extrinsic 
causes as the pancreas, appendix, gall-bladder, 
spleen, or liver. 
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As regards the second group of cases, the records 
of the Mayo Clinic show that 25 per cent of gastric 
ulcers and 20 per cent of duodenal ulcers have been 
complicated by one or more gross hemorrhages. 
In the earlier days cf gastric surgery the operation 
of gastro-enterostomy proved to be so efficient in 
the treatment of a large majority of benign lesions 
of the stomach and duodenum associated with 
hemorrhage that the realization came rather slowly 
that at least some of the failures to obtain a complete 
cure, including protection against further hemor- 
rhage, could be attributed to the fact that direct 
attack on the ulcer was not added to the indirect 
therapeutic measure of gadstro-enterostomy. The 
first impetus to the practice of combining gastro- 
enterostomy with the radical excision or destruction 
of such ulcers was given by the recognition of the 
danger of malignant degeneration in gastric ulcer. 
The advisability of this principle is now well es- 
tablished and was shown in a series of 2,875 ulcers of 
the duodenum operated upon between Jan. 1, 1906, 
and Jan. 1, 1918. Twenty per cent of the patients 
had gross hemorrhages before operation and 63 of 
these reported haemorrhages at some period follow- 
ing operation. Twenty patients who had not had 
hemorrhage before operation reported hemorrhages 
after operation. 

The incidence of hemorrhage is definitely higher 
in duodenal ulcer following operation than in gastric 
ulcer, notwithstanding the fact that there is a 
greater tendency for gastric ulcer than for duodenal 
ulcer to be complicated by bleeding. A study of 
the types of operations done in these cases gives a 
clue to the reason why operation failed to protect 
against further hemorrhages. In not one of the 83 
cases in which hemorrhages occurred after operation 
for duodenal ulcer was the combined operation of 
excision of the ulcer with gastro-enterostomy 
carried out, and with the exception of 8 cases in 
which various types of pyloroplasties were done, a 
gastro-enterostomy alone was done in every case. 
This fact is significant, particularly when a com- 
parison is made of the results of the established 
methods of excision and gastro-enterostomy in 
gastric ulcer in which, although the tendency to 
hemorrhage was greater, the percentage of cases of 
bleeding following operation was much smaller. The 
combined procedure of excision and gastro-enteros- 
tomy was carried out in only 1 of the 17 cases of 
gastric ulcers which bled after operation. These 
facts can mean only that the methods of direct 
attack combined with gastro-enterostomy which 
are used in the treatment of gastric ulcer today are 
a protection to the patient against further hemor- 
rhage. 

From a study of the Clinic cases it was perfectly 
evident that in both duodenal and gastric ulcers, 
gastro-enterostomy alone was insufficient to protect 
the patient against further hemorrhages, and that 
excision combined with gastro-enterostomy gave 
almost total protection. 

The use of the cautery is advocated as a very effi- 
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cient means of carrying out excision in this group 
of cases, and inasmuch as some ulcers bled after oper- 
ation which had not bled before operation, it is 
justifiable to adopt the practice of destroying all 
ulcers that are reasonably accessible. This destruc- 
tion can be accomplished in a very safe and efficient 
manner by means of the cautery. 


Horsley, J. S.: A New Operation for Duodenal and 
Gastric Ulcer. J. Am. M. Ass., 1919, Ixxiii, 575. 


Following a discussion of gastro-enterostomy; 
pyloroplasty, and the Heineke-Mikulicz operation, 
the author presents a surgical procedure intended 
to obviate their faults. 

The clinical results of gastro-enterostomy are 
by no means perfect. Balfour reports 159 cures in 
285 cases (55.7 per cent) while Smithies reports 
less than 50 per cent of complaint-free results in 
273 cases. The chief faults are the fact that the 
stomach is not restored to its normal physiological 
condition, the pylorus continues to function unless 
resected, and the anastomosis is not made at the 
physiological emptying point (the pylorus) where 
the current of pressure and peristaltic rhythm of the 
stomach have always been focused. As the pain of 
ulcer is due to the pressure of peristalsis on the 
nerves, it is relieved by gastro-enterostomy because 
the emptying of the stomach is facilitated and the 
peristalsis thus decreased. 

Finney’s method of pyloroplasty is almost always 
employed today. In Finney and Friedenwald’s 
last report the results were regarded as satisfactory 
in 93.6 per cent. It is not stated, however, whether 
this implies ‘‘complaint-free.’”’ Objections to this 
procedure are based upon the difficulty often 
experienced in mobilizing the duodenum, the danger 
of bleeding from vessels of the greater curvature, 
the permanent impairment of the pylorus, and, when 
there is scar tissue around the pylorus, the suturing 
of scar tissue to scar tissue. 

The Heineke-Mikulicz procedure is criticized 
adversely because of the creation of a pouch with 
slight constriction both on the stomach and duodenal 
side, the lack of room for the incision unless mobili- 
zation of the duodenum is done, the suturing of scar 
tissue to scar tissue, and the tendency of the healing 
processes to draw the pylorus up under the liver. 

The author compares ulcer in ano and duodenal 
or pyloric ulcer and states that the new operation 
is founded on the treatment of the former, i. e., 
physiological rest of the sphincter for a short while, 
cauterization or removal of the diseased tissue, 
and later restoration of the sphincter function. The 
steps of the operation are then given in detail and 
profusely illustrated. 

The advantages of the new operation are: 

1. It removes the obstruction and the pathologic 
condition, and permits the normal resumption of the 
stomach function. 

2. The ends of the sutured incision are within 
the stomach wall. The ratio of the incision should 
never be less than two parts in the stomach to one 
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in the duodenum. Usually 2 inches in the stomach 
and 1 inch in the duodenum are sufficient. The 
anterior stomach wall in the midline can be readily 
pulled over to the first inch of the duodenum. 

3. There is no pouch formation as in the Heineke- 
Mikulicz operation in which the center of the incision 
is at the pylorus. 

4. The parts to be put at rest are the parts most 
concerned in contraction and relaxation. 

5. The function of the pylorus and pyloric end 
of the stomach is not permanently destroyed. The 
stomach wall is brought over as a link between the 
ends of the pyloric sphincter and in the course of 
time (usually a few weeks) the sphincter resumes 
its action though, because it has been enlarged, it 
cannot become spastic as it was before the operation. 

6. The operation is more simple than the Finney 
operation in which it is necessary to mobilize the 
duodenum and suture the posterior and the anterior 
margins of the wound separately. 

Four cases are reported in all of which a com- 
plaint-free condition was obtained. In a series of 
11 patients operated upon by this method, 2 died 
from postoperative hemorrhage. In one instance 
the hemorrhage was due to incising a cicatricial 
band too deeply and in the other to extension of 
the old ulcer because of too light suturing of the 
mucosa and rupture of a large blood vessel in the 
base of the extension. 

X-ray studies of 5 postoperative cases showed 
that the pylorus had returned to its function and 
appeared to be somewhat more open than usual. 

P. M. CHASE. 


Carman, R. D.: The Roentgen Diagnosis of Gastric 
Ulcer. J.-Lancet, 1919, xxxix, 402. 


The author emphasizes the need for thorough 
familiarity with the roentgenologic appearance of 
the various types of normal stomachs as the first 
essential in diagnosis. Reflex manifestations from 
extragastric disturbances are very apt to prove 
troublesome in their differentiation from pathologic 
conditions within the stomach. The roentgen 
method offers a means of distinguishing double 
lesions which is hardly possible by the older 
methods of examination, and many lesions may be 
discovered earlier in this way than by clinical find- 
ings alone. 

According to the author’s statistics, nine-tenths 
of the ulcers of the stomach give distinct roent- 
genologic indications of gastric disease. Of the 
four types of gastric ulcer seen at operation, the 
small, shallow mucus erosions may give no roentgen 
signs or at most only such secondary signs as incisura 
and six-hour retention. Penetrating or callous 
ulcers with relatively deep craters show a bud-like 
prominence or niche on the peripheral outline of the 
stomach. Perforating ulcers producing an accessory 
pocket show the opaque meal in them capped by a 
small gas bubble, and they may retain their con- 
tents after the stomach empties itself. The car- 
cinomatous ulcer in a small percentage of cases is 
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impossible to differentiate roentgenologically. Ex- 
treme size of an ulcer crater should lead to the 
suspicion of malignancy. In a general way, ulcers 
always project from the gastric contour, while in 
carcinoma the growth with its resultant irregularity 
extends into the gastric lumen. In some instances 
pyloric ulcer, like pyloric cancer, may show only a 
six-hour residue and an atypical irregularity, in 
which case the roentgenologist may say with cer- 
tainty only that a lesion exists but cannot deter- 
mine its nature. 

Another roentgen sign of gastric ulcer is the hour- 
glass stomach. This may be organic or spasmodic, 
or both. The organic type associated with ulcer 
usually assumes the shape of the letter ‘‘B,’’ most 
of the constriction occurring at the expense of the 
greater curvature. It is due to permanent changes 
in or about the gastric wall and may be increased by 
spasm of the circular muscle fibers. The hour-glass 
stomach associated with cancer differs from it in 
usually being X-shaped, with a long irregular canal 
centrally placed. Organic hour-glass constrictions 
are persistent at successive examinations, constant 
in situation, and not affected by manipulation or 
medication, differing in this way from the spasmodic 
type. The latter may be of extrinsic or intrinsic 
origin. If due to extragastric lesions, they will 
disappear if antispasmodicsare given to physiological 
effect. Persistence in spite of this invariably means 
an intragastric lesion. 

A distinct residue in the stomach after six hours, 
amounting to a quarter or more of the quantity 
taken, was found to be a relatively common accom- 
paniment of gastric ulcer. It was observed in 55 per 
cent of a series of 215 consecutive cases. Its presence 
usually designates a pathologic condition in the 
stomach or duodenum but is looked upon only as a 
contributory sign. Apotpn Hartune. 


Mayo, C. H.: Cancer of the Stomach and Its 
Surgical Treatment. Ann. Surg., 1919, |xx, 236. 


The greatest number of cancers occur in the area 
of highest acidity, the stomach. More than one- 
third of the cancers in men and more than one-fifth 
of those in women develop in this organ. Ninety- 
eight per cent of intestinal cancers are in the colon. 
Cancer of the small intestine is rare, about 2 per cent. 

In making a general survey of the various theories 
and reviewing the clinical evidence concerning the 
etiology of gastric cancer, it seems that not one but 
several conditions are essential to its development. 
The change from the normal cell to the cancer cell 
is not great. In a general way it may be said that 
the nucleus is proportionately larger in the cancer 
cell than in the normal cell and is ready for division 
with less than the average amount of cytoplasm 
surrounding it. When a cell exhausts its control- 
ling granules in division and, reverting to primitive 
life, becomes parasitic, we may have the beginning 
of cancer, but only if other factors are present, such 
as an acid condition which undoubtedly stimulates 
cancer growth, or a greatly lowered alkalinity. Con- 
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cerning the normal division of a cell it is reasonable 
to assume that the brain directing its division comes 
from the centrosome; possibly other granules may 
serve this purpose. 

From Oct. 1, 1897, to Jan. 1, 1919, 2,094 opera- 
tions for cancer of the stomach were performed at 
the Mayo Clinic. Seven hundred and thirty-six of 
these were resections with a mortality of 13.7 per 
cent; 746 were explorations with a mortality of 2.9 
per cent; and 612 were palliative operations with 
a mortality of 11.1 per cent. The common type of 
operation was the Mikulicz, Hartmann, Billroth 
No. 2, of which there were 359 with a mortality of 
12.5 per cent. There were 19 of the Billroth No. 1 
type with a 5 per cent mortality, 28 sleeve resec- 
tions, and 7 Kocher operations with a mortality of 
14.2 per cent each, 115 posterior Polya operations 
with a mortality of 14.7 per cent, and 120 antericr 
Polyas with a mortality of 13.3 per cent. The local 
resections, 12 in number, gave the highest mortality, 
25 per cent. These 660 resections have been done 
since 1906. Prior to this date the type of resection 
was not described in the records definitely enough 
to be included in a statistical report. 

For the last three years the anterior instead of the 
posterior Polya operation has been doné in the 
Clinic. Better after-results seem to be obtained by 
turning the bowel to the right, closing the end of 
the stomach in toward the lesser curvature, and 
protecting the closed portion by suturing the un- 
opened bowel over it. 

Four hundred and twenty-seven patients were 
operated upon during the three years previous to 
September, 1917. Those who died in the hospital 
and those not heard from number 121. Those who 
recovered from the operation and who have been 
heard from number 306; 115 (37.6 per cent) of these 
have three-year cures. Three hundred and thirteen 
patients were operated upon during more than five 
years before September 1, 1917. Those who died 
in the hospital and those not heard from number 79. 
Those who recovered from the operation and who 
have been beard from number 234; 59 (25 per cent) 
of these have five-year cures. This is a most satis- 
factory showing for the surgical relief of an other- 
wise hopeless condition which is attended by much 
suffering. 


Woodburn, C. M.: Pyloric Stenosis in Infants. 
Pennsylvania M. J., 1919, xxii, 701. 


Woodburn reviews the literature on the subject 
of pyloric stenosis in infants and brings out the 
interesting fact that from the time of the first re- 
ported case in 1787, one hundred and twenty years 
elapsed before this type of stenosis was recognized as 
a surgical condition and the first operation was per- 
formed for its relief. 

The etiology of pyloric stenosis in infants is an 
unsolved problem but in general there are two views: 
(1) that there is a congenital pyloric thickening which 
progresses after birth , and (2) that there is a result- 
ant spasm and hypertrophy from some primary 


irritation. The first hypothesis seems to be more 
generally accepted. , 

The cardinal symptom, both in order of appear- 
ance and as a diagnostic aid, is vomiting. This is 
usually of sudden onset and rapidly assumes a force- 
ful character. 

Of equal importance to the vomiting is the visible 
peristaltic wave which manifests itself shortly after 
the ingestion of food. This is a characteristic and 
conclusive symptom and will confirm the diagnosis. 

A third characteristic sign is a pyloric tumor which, 
however, is not always detected. 

Pylorospasm may simulate pyloric obstruction 
which is found in older children of neurotic tempera- 
ment and is associated with nervous symptoms such 
as restlessness, a tendency to cry, rigidity of the 
abdominal walls, poor appetite, etc. In the latter 
condition, however, the vomiting is less apt to be 
forceful in character, the peculiar peristaltic wave 
is absent, and no tumor can be palpated. 

The treatment of pyloric stenosis with marked 
obstructive symptoms is operative intervention, the 
earlier the better. Gastro-enterostomy and pyloro- 
plasty are the operations most commonly performed, 
the latter as modified by Rammstedt being the 
method of choice. The stomach having first been 
emptied, the usual incision splitting the right rectus 
is made under ether, and the pylorus exposed. 
The pyloric tumor is then grasped between the 
thumb and fore-finger and the hypertrophied muscle 
incised in the direction of the long axis down to the 
mucosa. The incision is spread apart so as to allow 
the thickened mucosa to pout into the wound which 
is covered over with omentum and permitted to re- 
main open. The advantage of this operation is its 
simplicity, quickness, and freedom from shock. 

H. A. McKnicar. 


Condon, A. P.: The Treatment of Acute Gastro- 
mesenteric Ileus. Ann. Surg., 1919, lxx, 107. 


Gastromesenteric ileus is an obstruction of the 
upper part of the gastro-intestinal tract due to com- 
pression of the terminal duodenum. This is due to 
the sagging of the small intestines into the pelvis, 
which causes a pulling on the root of the mesentery 
which in turn compresses the duodenum so as to 
obliterate its lumen. The author has demonstrated 
this condition in 6 cases, in 4 at operation and in 2 
at autopsy. 

In gastromesenteric ileus the stomach and 
duodenum alone are dilated. Lavage empties them, 
leaving the abdomen scaphoid. 

The condition may follow operation or diseases 
requiring long confinement to bed. The author has 
observed its occurrence after kidney fixation, am- 
putation of the leg, mastoid operations, and in 2 
cases in which there had been no operation. 

The usual treatment is gastric lavage and postural 
methods or laparotomy to lift the intestines out of 
the pelvis and release their mesenteric pull. 

The author’s treatment consists in the injection 
of 2,000 to 3,500 cubic centimeters of Ringer’s 
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solution into the peritoneal cavity to float the in- 
testines upward. The addition of glucose, 500 cubic 
centimeters, delays the absorption of the solution 
and combats the acidosis which may be present. 
After the injection the patient is placed in a sitting 
position. 

The author has treated 8 well-developed cases 
in this manner. K. L. VEHE. 


Jackson, J. N.: Acute Gangrenous or Perforative 
and Suppurative Retrocecal Appendicitis. 
Illinois M. J., 1919, Xxxvi, 1. 

The retrocecal position of the appendix is more 
common than usually believed and in such cases the 
channels of the spread of infection are different 
from those followed when the appendix is in the 
more usual position. The resulting difference ob- 
served in the syndrome has led to many errors in 
diagnosis. 

The first stage in the development of appendici- 
tis, namely, the stage when the appendix alone is 
involved, is characterized by the usual signs and 
symptoms. ‘The second stage, however, the stage 
in which the adjacent structures, usually the 
peritoneum, are affected, is marked by an entirely 
different syndrome. Because of the retrocecal 
position of the appendix, the peritonitis is more apt 
to remain localized and therefore there is little or no 
muscular rigidity. |The air cushion which the dis- 
tended cecum interpose; between the area of in- 
flammation and the palpating hand may prevent 
pressure on the infected region and therefore the 
standard sign of pain on pressure may be absent. 

The proper diagnosis of this type of case will 
require (1) an accurate detailed elicitation of the 
symptoms of the first twenty-four to forty-eight 
hours; (2) an appreciation of the fact that the later 
signs of appendicitis are chiefly those of peritoni- 
tis and that in the retrocecal appendix this peritoni- 
tis is confined to the limited space outside of, and 


largely behind, the cecum and colon; (3) the 


evidences of continued infection; (4) slight stiffness 
and distinct tenderness on pressure above the crest 
of the ilium in the lumbar region. 

The treatment is of course surgical. In all cases it 
is best, when possible, to remove the appendix in toto. 
The author attributes most of his success in gan- 
grenous or perforative and suppurative retrocecal 
appendicitis to the insertion of a drain through a 
stab wound in the lumbar region. This takes care 
of the basin above the iliac crest in the lumbar fossa 
which, when the patient is in a recumbent position, 
does not drain through a tube placed down near the 
stump of the removed appendix. An anterior drain 
also is inserted. R. B. BeTTMAN. 


Short, A. R.: Observations on the Ileoczcal Valve 
in Man. British M.J., 19109, ii, 164. 


The author had an opportunity to observe 
the action of the ileocecal valve in a patient who 
had had a cecostomy for dysentery. He states 
first that it is perfectly obvious that the ileocecal 


valve should be regarded as a sphincter rather than 
a valve as it is oval in shape and has a well-marked 
ring of muscle surrounding it. When the sphincter 
is contracted it is about 34 inch long and grips the 
inserted finger quite firmly. 

The essential factor in bringing about activity of 
the sphincter is the ingestion of food by mouth. 
This never fails. The time of the reflex is one and 
one-half to four minutes. When activity begins, the 
sphincter relaxes and may measure 1% inches 
across. The folds of the ileal mucosa come into view. 
Having relaxed, the sphincter does not contract 
again until activity ceases, differing in this respect 
from the pylorus. 

The further observations following the intake of 
food showed first that there is an exit of gas and then 
a gush of liquid orange or brown fecal matter which 
comes through in amounts of about % ounce at a 
time at intervals of about half a minute. This goes 
on while the food is being taken, and for a variable 
time, usually about an hour afterward, unless the 
food consists only of a biscuit or glass of milk, in 
which case the orifice ceases to discharge after 
twenty minutes or so. Undigested foods, such as 
currants, take about six hours to come through from 
the mouth to the ileocecal valve. 

On one occasion the author obtained pure succus 
entericus which he explains by the fact that no 
fecal matter was present in the terminal inches of 
the ileum. He showed by actual tests that the ac- 
tivity of the sphincter is not influenced in any way 
by acid or alkaline solution. Moreover, limited 
observations did not show any influence on the 
emptying of the stomach by irritation of the cecal 
mucosa. Local stimulation of the cecum near the 
orifice definitely delayed the outflow, and the author 
considers this of considerable importance as bearing 
on the question whether chronic inflammation in the 
ileocecal region, as for instance chronic appendicitis, 
can delay the passage of bowel contents through the 
sphincter. 

The observations as to the effect of enemata by 
rectum do not agree with former reports inasmuch 
as in this case they did not provoke any activity of 
the ileum or the discharge of ileal contents. 

D. C. BALFour. 


MISCELLANEOUS 


Meyer, W.: Transthoracic Laparotomy. Ann. Surg., 
1919, Ixx, 172. 

The author states that in cases of injury by way 
of the chest to organs in the vault of the diaphragm, 
it has been found best to attend to the damage 
wrought in the chest first and then try to reach and 
deal with the injured abdominal organs by means 
of a transthoracic laparotomy, i. e., by either 
deliberately incising the diaphragm or enlarging its 
wound. Sauerbruch was the first to proceed system- 
atically along these lines. He reports three cases 
successfully operated upon, in all of which a differ- 
ential air-pressure apparatus was employed. Sauer- 
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bruch lays stress upon the importance of incising 
the diaphragm transversely or obliquely to the 
direction of its fibers rather than parallel with them, 
in order to avoid injury to the phrenic nerve. 
Meyer gives a rather full report of a case of 
accidental gunshot injury which was operated upon 
by him in January of this year. In this case the 
bullet had entered the thorax in the sixth inter- 
costal space, fractured the seventh rib, and had be- 
come lodged in the convexity of the liver as found 
at operation. The case presented many interesting 
features. Pus was unexpectedly discovered in the 
liver, pointing to the presence of a beginning hepatic 
abscess and demonstrating the wisdom of the deci- 
sion to operate. It proved also the importance of 
operating under differential air pressure in such 
cases inasmuch as, contrary to expectation, the 
pleural cavity was found absolutely free from ad- 
hesions. Hence, the otherwise inevitable occurrence 
of an acute pneumothorax was avoided. In view of 
the unknown character of the pus, drainage was 
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considered the only safe course. The patient made 
an uninterrupted recovery. 

On the basis of his own experience as well as the 
cases of transthoracic laparotomy reported in the 
literature, the author concludes that probably it is 
best to remove bullets in thoracic as well as abdomi- 
nal organs; that the decision as to whether operation 
should be done immediately after the accident or 
later depends upon the seriousness of the concomi- 
tant symptoms; and that if not accessible from below, 
simultaneous injuries to the chest and abdomen 
as well as injuries to the convexity of the liver or 
the spleen without previous penetration of the 
chest render the indication for transthoracic laparo- 
tomy. Involvement of intra-abdominal organs can 
be made out before or during thoracotomy. Meyer 
holds that these operations are best done with the 
help of differential pressure apparatus. He believes 
further that air and water-tight drainage of the 
chest (Kenyon’s) is the safest procedure for the 
after-treatment. 


SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, TEN- 
DONS. GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES. 


Gallie, W. E.: Chronic Septic Inflammation in 
Bone Following a Gunshot Wound. J. Orthop. 
Surg., 1919, i, 470. 

The conclusions pased upon extensive clinical 
and experimental studies are as follows: 

The periosteum is the medium by which the 
blood vessels are distributed to the shafts of the 
bones. Reflection of this membrane produces super- 
ficial necrosis and should never be done when sepsis 
is present or feared. 

The periosteum as reflected in an ordinary sur- 
gical operation is merely a fibrous tissue membrane 
and is not osteogenetic. Therefore it should never 
be relied upon to restore the shaft after resection. 

Mild chronic septic infection is a strong stimulant 
to inflammatory osteogenesis. It causes’ widespread 
osteoporosis, increased vascularity, and abundant 
callus-formation. This is the state in which cavities 
are most apt to heal and fractures to unite, unless 
prevented by some definite condition such as the 
presence of sequestra or too large a gap. 

When the irritation subsides or disappears, this 
rarefying osteitis gives place to an intense sclerosis 
which is very unfavorable for the healing of cavities 
or the union of fractures. 

Treatment should therefore take advantage of the 
pathologic condition which is present at the time the 
sequestra have separated, and its aim should be to 
effect a complete cure before osteosclerosis has 
supervened. It should consist of the complete ex- 
cision of the scar and sinus and the wide rerroval of 
the walls of the cavity for the purpose of thorough 


evacuation of sequestra and unhealthy granulation 
tissue. All irregularities and pockets must be 
obliterated, and when possible the depth of the 
cavity should be reduced by allowing the soft struc- 
tures to fall into it. Pedunculated muscle or fascia 
flaps are of great assistance in promoting rapid 
healing. Finally, wide-open drainage must be pro- 
vided so that the cavity may heal from the bottom 
without depending upon the dangerous alternative 
of a narrow sinus. 

Taylor’s liquid-tight closure apparatus, with the 
use of 10 per cent salt solution, is of great value in 
cleansing these wounds before operation and in the 
treatment of postoperative sepsis. 

Non-union of compound fractures uncomplicated 
by great loss of bone is rare. When present, the 
fact that the wound is septic is not a contra-indica- 
tion to active treatment of the fracture as well as of 
the osteomyelitis. Gratifying results may be anti- 
cipated from thorough freshening of the ends and 
adjustment of the fragments, providing efficient 
drainage is secured. 

The best time to correct mal-union in septic cases 
is at the time of the operation for the cure of the dis- 
ease in the bone. Pati Lewin. 


Eisendrath, D. N.: Injuries of the Joints in War 
and in Civil Life. Surg. Clin. Chicago, 19109, iii, 497, 


Closed injuries of joints seen in war differ very 
little from those in civil life, but in open injuries 
there is much greater destruction and more likeli- 
hood of infection. The synovial membrane, like 
the peritoneum, will take care of a moderate amount 
of infection and the infection tends to become 
localized. The tissues for a distance of 1 centimeter 
from the track of the projectile are devitalized and 
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as a rule if this track can be excised within the first 
twelve hours and all foreign material removed, the 
wound may be closed by primary suture. Wounds 
from rifle and machine-gun bullets do well under 
conservative treatment, while those due to high 
explosive missiles demand complete early débride- 
ment. Active mobilization of joints, as advocated 
by Willems, may be employed in civil as well as. in 
war surgery. Five case reports are given. 

Case 1. Compound fracture of the olecranon 
process followed by severe infection of the elbow- 
joint. The upper fragment was removed to facili- 
tate Carrell-Dakin treatment of the wound. The 
result was fibrous ankylosis of the elbow in a favor- 
able position. 

Case 2. Very severe crushing injury of the elbow 
with fracture of the external condyle of the humerus. 
Conservative treatment was followed by resection 
of the joint and Carrel-Dakin treatment. The elbow 
ankylosed ina favorable position. The treatment 
in this case may be criticized in that the damaged 
soft tissues were not excised early and active mobili- 
zation was employed too late. 

Case 3. lLacerated wound extending into the 
elbow-joint; severe sepsis. The joint was subse- 
quently resected and the wound treated by the 
Carrel-Dakin method. Immobilization for five 
weeks was followed by active and passive motion 
with the pulley-weight machine. Full range of 
movement was re-established. 

Case 4. Incised wound of the left hand with in- 
volvement of the extensor tendons of the index and 
middle fingers and compound dislocation of the 
metacarpophalangeal joint of the index finger. 
Resection of the wound edges was followed by 
suture of the tendons, joint capsule, 
(primary suture). An excellent functional result 
was obtained. 

Case 5. Incised wound of the dorsum of the hand 
by a piece of glass; tendons to index and middle 
finger severed; compound dislocation of the first 
metacarpophalangeal joint. All of the bruised 
tissue having been excised, the dislocation reduced, 
the capsule closed, and severed tendons united, the 
.skin was closed. The result was healing by first in- 
tention and full motion of the fingers. 

E. M. MILter. 


Dujarier, C.: Pseudarthroses of the Humerus 
Consecutive to War Injuries. Med. Rec., 1910, 
XCV1, 323. 

This analysis is based on a study of the author’s 
38 cases in which he distinguishes two groups, the 
closed pseudarthroses without loss of substance, and 
pseudarthroses following gunshot fractures with 
loss of substance. In the former the course is 
exactly analogous to that of simple fracture. This 
paper deals essentially with the pseudarthroses 
produced by projectiles, this second group being 
itself divided into two others depending upon whether 
loss of substance or suppuration is the predominating 
factor. 
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The author notes that adjacent articulations are 
often stiffened, but no true ankylosis resulted in his 
series. The muscles are always injured, either by 
destruction or by invasion of cicatricial tissue. 
Destruction of the brachial artery is rare but there is 
always a lesion of the nutrient artery of the bone. 
This may play an important réle in the marked 
osteoporosis of fragments but it does not hinder the 
production of bony callus. The radial nerve is 
especially prone to trauma. In the author’s series 
the ulnar and median nerves escaped severe injury. 
Division of the radial is a serious complication. 
Compression is common as the nerve may be caught 
in fibrous tissue passing between the fragments. 
Cutaneous lesions are important for they may inter- 
fere with the treatment. Depressed cicatrices which 
are adherent to deeper structures should be freed or 
excised. 

In the operative treatment the-author formerly 
waited for the completion of cicatrization in order 
to secure an aseptic field, but he now operates when 
fistula are present. Even months after complete 
cicatrization the surgeon cannot be sure of an 
aseptic field and in addition there is muscular atrophy 
and perhaps ankylosis. Dujarier finds that very 
free drainage is followed by good results and 
usually firm consolidation. 

Bone grafts are not often indicated in these cases 
even where there is considerable shortening (10 
centimeters) because they do not aid in the functional 
result and although the grafting is successful the 
arm may remain weak and the prognosis may be 
doubtful. 

Of five methods of surgical procedure, namely, 
plating, the use of silver wire, the use of the author’s 
clamps, simple approximation without suture, and 
osteoperiosteal grafts, the author has employed 
plates and silver wire most frequently. 

Suppuration is the great obstacle in the successful 
treatment of pseudarthroses, and drainage was 
necessary in nearly all of the cases reported. The 
author has abandoned the use of plaster casts and 
Delbet’s apparatus. Instead he applies a large 
cotton dressing, immobilizing the arm parallel to the 
body and the forearm along the anterior surface of 
the thorax. With this method the wound may be 
exposed easily for dressings. - W. L. SrRANBERG. 


Roberts, P. W.: Osteochondritis of the Hip. J. 
Orthop. Surg., 1919, i, 493. 


Since his report in November, 1917, of two cases 
of osteochondritis of the hip, variously known as 
‘‘Perthes’ disease,” ‘‘Lezg’s disease,’ and ‘‘ quiet 
hip disease,” the author has had eight more such 
cases. He is firmly convinced of the close re- 
lationship between this condition and _ syphilis. 
Often there is dental evidence of inherited syphilis. 
Emphasis is placed also upon the similarity between 
osteochondritis of the hip and the same process in 
the wrists, knees, and ankles. 

Of the eight specimens of blood examined in the 
series reported, one gave a four plus, one a three plus, 
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two a two plus, three a one plus, and one a negative 
reaction. The family history was positive in two 
instances. 

The impressive feature of these cases was the 
rapid recession of symptoms and the prompt increase 
in hip motion following the administration of mer- 
cury and potassium iodide. The eight cases are 
reported in detail. Putie Lewin. 


Bonnet, P.: Arthritis of the Knee-Joint. N. York 
M.J., 1919, CX, 239. 


In this paper Bonnet considers the joint reactions 
complicating fractures of the tibia having a special 
anatomical type. The missile hits the bone some 
distance from the knee, and fissures starting from the 
focus of penetration extend along the tibial shaft 
to the articular surfaces. A reaction occurs in the 
joint, often ending in an infectious arthritis and 
modifying the clinical evolution so that a special 
line of treatment is indicated. 

Fissure fractures involving the knee-joint are 
relatively infrequent, out of a total of 3,000 fracture 
cases collected during the war only 3 typical in- 
stances having been found. Joint wounds with 
fracture of the tibia are much more common. Among 
the fractures involving the tibia in its upper third, 
the fissures extend to the knee-joint in about 10 per 
cent. It is probable that the causation of a given 
anatomical type of fracture is governed by the 
nature of the missile and its size and momentum at 
the time of penetration, but precise data are want- 
ing in this respect. It is the author’s opinion that, 
all things considered, the size or velocity of the 
projectile has no distinct bearing on a given 
anatomical type of fracture. The anatomical make- 
up of the bone seems to him to be the principal 
reason for the formation of fissures extending to the 
joint. 

In one of his cases the patient entered the hospital 
in the morning with a penetrating wound on the 
antero-external aspect of the leg. Amputation was 
done at once for symptoms of gas gangrene of toxic 
type but the patient died a few hours later. 

The missile, the size of a pea, hit the tibia 5 
centimeters below the articular interline, traveled 
through the spongy tissue, and spent itself against 
the compact posterior aspect of the bone, remaining 
embedded in the fissure. At the point of exit were 
two vertical fissures, one stopping exactly at the 
cartilage of conjuction. From the entrance orifice a 
long fissure started in a downward direction fol- 
lowing the external aspect of the tibia. A second 
vertical fissure extended upward and split the 
articular cartilage of the glenoid cavity just in the 
region of the tibial spine. 

It should be noted that posteriorly, where the 
epiphysis was not as yet united to the diaphysis, the 
fissure starting from the exit orifice stopped just at the 
cartilage of conjunction, while in front where bony 
union had taken place, the fissure extended freely 
along the epiphysis. This supports the opinion that 
the cartilage of conjunction plays an important part 
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in limiting the upward extension of the fissures by 
interrupting the anatomical continuity between the 
diaphysis and epiphysis, between the shaft and the 
the crest. It would seem that the age of the sub- 
ject enters into account in the anatomical shape of 
the fracture, and that fissure fractures involving the 
joint would be more common after the age of 18 
years. ; 

In three other instances the missile, which was 
the size of a bean, traveled through the bone and 
remained embedded just under the skin. The 
entrance wound was on the external aspect of the 
tibia, 4 centimeters below the articular interline. 
Two vertical fissures started off, one pointing down- 
ward to the extent of 12 centimeters and the cther 
toward the articular surface which it did not 
attain. The exit wound, which was larger, was 2 
centimeters below the interline at the antero- 
internal aspect of the bone and measured 20 centi- 
meters in length. Two large fissures joined each 
other near the middle of the articular surface, 
breaking off a wedge-shaped piece in the external 
glenoid cavity. The fissure then continued onward 
through the tibial spine and external glenoid cavity. 

In another series the missile entered on the in- 
ternal surface of the left tibia 6 centimeters below 
the interline and struck the tibial plateau at the level 
of the external glenoid cavity, producing a vertical 
fissure in three fragments and splitting the joint 
surface in the form of a T. A second stellate fissure 
was produced on the joint surface of the external 
glenoid cavity. 

In two of his cases the author was able to study 
the lesions of a confirmed arthritis and on the fresh 
specimen to verify the fissures as represented in the 
drawings of the dried preparations. The lesions 
were those of an ordinary infectious arthritis, but 
the joint surfaces had a blackish look, a gangrenous 
appearance with grayish fungous masses, an odor of 
infection, and thickening of the synovial membrane. 

There are few clinical signs at first ‘to indicate 
fissuring into the knee-joint in these common cases 
of fractures of the tibia from projectiles and it is 
only the arthritis which quickly develops that im- 
parts a clinical peculiarity to such fractures. It is 
difficult to prove that these fissures into the joint 
may exist without producing arthritis. 

Clinically, it seems legitimate to make the follow- 
ing distinction between the two types of fracture 
with joint complication. Early arthritis is sympto- 
matic of broad fissuring and joint damage. The 
collection is usually infected from the beginning and 
the fracture undergoes the evolution of a joint frac- 
ture. Late arthritis is symptomatic of fine fissuring. 
The joint fluid is not absolutely infected from the 
beginning although secondary infection is bound 
to occur. This is the most perfect type of fracture 
with joint fissuring. 

Every joint collection appearing immediately 
or within a few days in cases of fracture of the upper 
end of the tibia due to a missile, even when the 
latter has involved the bone some little distance from 
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the knee-joint, should be looked upon as sympto- 
matic of fissuring into the joint and as bound to 
develop infection. 

Once a suppurating arthritis of the knee has taken 
place, the gravity of these fractures, even after 
arthrotomy, is considerable. In early intra-articular 
collections the fracture focus must be sterilized by 
curettage of the pulpy mass of infected bone,’ the 
removal of the missile and other foreign bodies, and 
the use of ordinary antiseptics. The articular in- 
fection is to be dealt with by arthrotomy without 
delay. Resection of the knee is not indicated in 
such cases, removal of detached bone pieces in the 
joint alone being permissible. 

When the joint collection appears late in the 
progress of the case and puncture shows that the 
blood contained in the joint is absolutely sterile on 
culture media, the fluid may be removed by punc- 
ture followed by washing of the joint with ether, 
but in all other circumstances arthrotomy must be 
done. Only too often, regardless of this treatment, 
a septicemic state occurs and amputation at the 
thigh must be resorted to as a life saving measure. 

G. W. Hocurern. 


Aloi, V.: Calcareous Infiltration of a Gouty Toe 
and an Extensive Thigh Scar (Sull’ infiltrazione 
calcareo d’un alluce gottoso e d’una cicatrice estesa 
della coseia). Riforma med., 1919, XXxvV, 414. 

Aloi describes two clinical cases of calcareous in- 
filtration. The first was that of a gouty patient 
80 years of age who had an inflammatory process 
of the metatarsophalangeal joint of the right big toe. 
A sandy, calcareous detritus was expelled with the 


pus. ‘The suppurative process continued in spite 
of vigorous disinfection. The toe was finally am- 
putated. 


The second case was that of a man aged 45 years 
who had been wounded in the thigh twenty-four 
years previously by a gun explosion. The scar of 
this. wound, which showed intense calcareous in- 
filtration, was resected. 

The author's studies fully confirm the theory 
which attributes the pathogenesis of calcerous in- 
filtration in particular to vascular change and necro- 
sis of the tissues. W. A. BRENNAN. 


Gill, A. B.: Dupuytren’s Contracture with De- 
scription of Operation. Ann. Surg., 1919, lxx, 221 


The treatment of Dupuytren’s contracture has 
long been tedious, difficult, and often unsuccessful. 
Even when temporary restoration of the hand 
has been secured, relapse has been common. 

The author’s experience in plastic surgery of the 
hand and forearm, though limited, has proved to 
him the great value of the free fat transplant in pre- 
venting adhesions after extensive dissections. It 
has demonstrated also the advantage of making 
incisions along the line of the natural creases of the 
hand and fingers in order to secure healing of the 
wound without danger of subsequent keloid growth, 
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contracture, and adhesion of the scar to underlying 
structures. 

Gill employs the following method of operation 
for Dupuytren’s contracture: 

1. Under general anesthesia, without the use of 
a tourniquet, a transverse incision is made along the 
distal palmar crease. Through this incision alone 
a careful dissection is made of the entire palmar 
fascia to or beyond the crease at the base of the 
thenar eminence, as far toward the base of the palm 
as is necessary, and to the web of the fingers. The 
skin is adherent to the fascia, and the dissection 
must be made carefully to avoid button-holing. 
With proper retraction as the dissection proceeds it 
is found that the entire fascia can be exposed and 
freed within the limits mentioned. 

2. The contractured fascia is then excised without 
injury to the underlying tendons, vessels, and 
nerves. ‘The tendons do not require lengthening as 
they do not participate in the contracture. If con- 
tractured fascia is present on the palmar aspect of 
the proximal phalanges, it may be excised through 
transverse incisions along the crease at the base of 
each finger involved. If now it is found that the 
proximal interphalangeal joint cannot be extended, 
or that it can be extended and flexed again only 
with a snap, the head of the first phalanx must be 
excised through a transverse dorsal incision over the 
skin. 

3. A small free fat transplant from the thigh is 
inserted smoothly beneath the palmar skin. It will 
lie in position without sutures. It is placed here 
to prevent subsequent adhesion of the skin to the 
tendons and to reconstruct the normal softness and 
plumpness of the palm of the hand. The incision 
is closed with a few interrupted sutures of No. o 
chromic catgut. The hand is dressed on a well- 
padded splint for a week. Slight serous discharge 
may occur for a short time, probably due to some 
dissolution of the fat transplant. Infection from the 
outside may be prevented by the use of dichlora- 
mine-T on the wound at the daily dressings. 

E. C. RosirsHex. 


SURGERY OF THE BONES, JOINTS, ETC. 


Freeman, L.: The Application of Extension to 
Overlapping Fractures. Ann. Surg., 1919, Ixx, 
231. 

Freeman again reports his experience with ex- 
ternal extension for fractures of the long bones and 
the superiority of his apparatus over the usual 
methods of external fixation. He states in regard to 
the open method of reduction and fixation: “At 
best it is often a complicated undertaking requiring 
prolonged anesthesia, much experience, and a fault- 
less technique—occasionally appearing to the patient 
as more formidable than the condition would seem 
to indicate.” 

The clamp used by the author, a modification of 
the Parkhill clamp, is more readily adjusted, can be 
placed with the screws at a distance from the break, 








GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


and gives more extension than the clamp of Parkhill 
or Keetley. 

The screws are applied to the fragments, going 
through the medullary cavity, and should take a 
firm bite in the opposite side. Extension is then 
applied with a turnbuckle close to the skin and 
the clamp affixed. The after-care consists in daily 
dressings and the application of iodine to the screw 
perforations. 

The advantages of this method are: (1) facility 
of application and absence of cumbersome appar- 
atus; (2) effectiveness of the extension and exact- 
ness of its amount; (3) applicability in the presence 
of open wounds; (4) absence of strain upon articu- 
lations and joints; and (5) easy removal without an 
anesthetic. H. A. McKnicur. 


Scal, J. C.: The Treatment of Joint, Bone, 
Nerve and Muscle Injuries by Mechanical 
Means. UN. York M.J., 1919, cx, 195. 


The most common injuries demanding early 
mechanical treatment are acute and chronic sprains, 
fractures, dislocations, and joint and nerve in- 
juries. Acute sprains sometimes result in six to 
eight weeks of disability. In some joints a sprain 
may be complicated by the detachment of a spicule 
of bone that can be diagnosed by X-ray only. 

Sprains will recover more rapidly if treated at 
once. Rest and cold applications for twenty-four 
hours should be followed by active and passive 
motion in the form of massage and exercise. The 
presence of pain indicates that treatment should be 
temporarily discontinued. Early motion tends to 
restore function to muscles and joints, reduce swell- 
ing and oedema, promote absorption, and prevent 
adhesions. A firm bandage over several layers of 
absorbent cotton will relieve swelling and promote 
absorption in from six to eight hours. 

Sprain of muscles results from trauma or over- 
work. Limitation of motion should be obtained 
immediately, and should be followed by graduated 
contractions, light massage, and exercise. 

The ideal method for the treatment of fractures is 
reduction under the control of the X-ray, proper 
splinting to maintain apposition, relief of the pain 
and oedema by early baking and massage, and the 
prevention of muscular weakness and adhesions by 
graduated contractions. 

A Colles fracture should be lightly massaged in 
from three days to a week; if painful, two weeks after 
the injury. 

When nerves are cut the joints should be kept 
free and the nutrition of the muscles maintained. 
In suturing a divided nerve it must be held in a 
position free from tension. The galvanic current 
(5 to 1o milliamperes) may be used to provoke 
muscular contractions. 

An affected limb should be kept warm. For this 
purpose it may be immersed in hot running water 
or placed in an electric- or gas-baking apparatus 
as long as comfortable. A dry heat up to 400 de- 
grees can be borne for twenty or thirty minutes. 
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The whirlpool bath is of service. Fixed joints and 
scarred tissue will become soft and relaxed, adhesions 
will break down, and function will be restored. 

To be effective massage must be gentle and pain- 
less at first and applied each day. In chronic cases 
in which there is no pain, heavy kneading, stroking, 
pinching, and pounding movements should be em- 
ployed. 

An oily lubricant adds to the comfort of the pa- 
tient and the ease of the operator. Treatment to 
re-educate and re-develop wasted muscles consists 
of exercises against resistance. Intra-articular adhe- 
sions in a shoulder-joint are shown by pain on any 
kind of manipulation. If the pain is free on any 
one movement, the adhesions are extra-articular. 
Limitation in all directions indicates arthritis and 
in such cases forcible breaking down under anes- 
thesia is indicated. 

The expensive Zander apparatus may be replaced 
with the ordinary pulley and weight exercises. 

Muscular wasting and muscular insufficiency are 
satisfactorily treated by graduated contractions. 

J. J. KuRLANDER. 


Lefévre, H.: The Treatment of the Bone Cavities 
Resulting from Traumatic Osteomyelitis (Sur 
le traitement des cavités osseuses suite d’ostéo- 
myélite traumatique). Rev. de chir., Par., 1919, 
lvii, 140. 

Filling an osteomyelitic bone cavity with fat or other 
tissue which has been completely separated from its 
vascular connections gives good results in only excep- 
tionalcases. However carefully the cavity is disinfected 
it always remains more or less septic and the graft 
becomes infected and is eliminated. 

The result is quite different, however, when the soft 
parts in the vicinity of the cavity—fat, periosteum, or 
muscle—are utilized and cut in such a way that when 
invaginated they are left attached to their origin by a 
pedicle which keeps them alive. 

According to the author’s method the fistulous tract 
is resected and the bone cavity surgically cleared and 
carefully tamponed with gauze to assure hemostasis. 
The skin is then widely freed on the two edges of the 
incision and all fibrous tissue carefully excised. A fatty 
muscular, periosteal, or mixed strip is then cut in the 
nearby tissues so that its pedicle will be contiguous to 
the edge of the cavity to be filled. The gauze tampon is 
then removed and the living graft turned over on its 
pedicle, invaginated into the cavity so as to fill it com- 
pletely, and fixed in its new position with catgut 
sutures. A muscle strip appears to be the best. It 
failed only once in 23 cases, whereas in 19 fat grafts 
there were 3 failures. In this method of grafting, the 
soft parts and the skin are sutured but it is well to leave 
a drain at the lower angle of the wound for forty-eight 
hours. 

For a cavity in the humerus the author generally uses 
a graft of muscle removed from the deltoid, the anterior 
brachial, or the triceps muscle. For a cavity in the 
femoral diaphysis the graft is removed from the quadri- 
ceps muscle. In the case of the tibia only periosteal 
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grafts are used, and for the sacrum and ilium a fat 
graft from neighboring areas. 

This method is especially applicable to the humeral 
and femoral diaphyses, the trochanter, sacrum, and 
ilium, and the upper epiphysis of the tibia. In other 
bones invagination of a graft is seldom possible. 

The method described is best suited to recent and 
only slightly infected cavities with hard walls. Poor 
results are obtained when there is a soft, reddish, and 
raw osteitis. 

In old cavities the walls of which are much involved 
by caries or in recent cavities which are still much 
infected, treatment in two stages is indicated. In the 
first stage the cavity should be widely cleaned out, the 
wound left open, subjected to intermittent irrigation 
with magnesium chloride or salt solution, and treated 
by heliotherapy. The second stage is reached when the 
cavity appears clinically in good condition. It is then 
again curetted and immediately filled as described. 
The sterilization of the cavity is easily controlled by 
bacteriological examinations. W. A .BRENNAN. 


Teece, L. G.: Tendon Transplantation for Dorsal 
Interosseous Paralysis. Med. J. Australia, 19109, 
iM, £4. 

The author describes an operation he performed 
in a case of a woundin the region of the neck of the ra- 
dius which had resulted in complete destruction of the 
dorsal interosseous nerve. The disability consisted 
in loss of power to extend the fingers at the metacarpo- 
phalangeal joints and to abduct or extend the thumb. 
The patient was unable to open his grip. 

The technique of the operation was as follows: 
A 2.5-centimeter incision was made at the level of 
the wrist-joint and the flexor carpi radialis and its 
tendon as well as that of the palmaris longus were 
divided as low down as possible. A 5-centimeter 
incision was then made at the juncture of the middle 
and upper thirds of the forearm over the bellies of 
these muscles and the muscles were pulled up out of 


the incision and wrapped with moist gauze. This hav-, 


ing been done, a U-shaped incision with its convexity 
downward was made over the dorsum of the wrist- 
joint and a large flap dissected up. The subcutan- 
eous tissues were tunrelled through with a blunt 
dissector from the back of the wrist to the upper 
of the two volar incisions. The flexor carpi radialis 
and palmaris longus tendons were then pulled down 
through this tunnel and made to appear on the dor- 
sum of the wrist. The tendons of the extensor brevis 
and abductor longus pollicis were divided and in- 
serted into a longitudinal slit in the tendons of both 
radial extensors of the wrist where they were sutured 
under considerable tension with chromic catgut. 
From this moment until the final application of the 
splint, one assistant devoted his entire attention to 
holding the wrist and fingers fully extended and the 
thumb abducted and extended. The surface of the 
tendons of the common extensors of the fingers was 
roughened and the tendon of the flexor carpi radialis 
split into two layers. One layer was then passed 
over the dorsal surface and the other over the volar 
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surface to the common extensors and there sutured 
firmly. The palmaris longus was similarly inserted 
into the extensor longus pollicis. The flexor carpi 
ulnaris was inserted into the extensor carpi ulnaris. 
After the wound was closed a “‘cock-up” splint was 
applied. Eleven weeks after operation the result 
was perfect. Putte Lewin. 


Gunn, J. A., and Gallie, W. E.: Report on Cine- 
matic Amputations Based on a Visit to Putti’s 
Military Clinic in Bologna, Italy. Canadian M. 
Ass. J., 1919, ix, 694. 

Dalatala and San Giorgi have had great suc- 
cess in cinematic amputations of the forearm. The 
operative technique consists in closure of the flaps 
between loops of tendons. As soon as healing is com- 
plete the patient practices contracting the muscle 
against resistance. Maximum power is developed 
within six weeks. After four weeks a temporary arti- 
ficial hand is supplied which he uses until the perma- 
nent hand is finished. This consists of alight socket 
and a jointed wooden hand fastened to the forearm 
by a perfectly fitting vulcanite-covered metal ring 
placed just above the condyles. The fingers are 
connected by means of a strong cord with a rod 
which rests in a tunnel through the tendon and so 
responds to contractions of the muscles. A light 
spring causes the fingers to open moderately when 
the contraction ceases. 

The most popular operation appears to be the one 
in which the flexors only are used, although a satis- 
factory result was obtained with the extensors. As 
an example of the efficiency of this method of am- 
putation one soldier who had lost both hands was 
able to take a cigarette case and a box of matches from 
his pocket, put a cigarette into his mouth, take out 
a match, and light the cigarette. The power to ro- 
tate the hand is preserved whenever the pronator 
teres is intact unless there is fusion at the lower end of 
the forearm, in which case the first step in the oper- 
ation is mobilization of the ankylosis. Any irregu- 
larities of the stump which retain movement and 
power, such as a portion of the carpal ones, are 
utilized as motors to communicate movement to the 
fingers. E. M. MItter. 


Gallie, W. E.: Observations on the Lengthening of 
Amputation Stumps. Lancet, 1919, cxcvii, 282. 


The author states that amputations in which the 
femur is sectioned less than 3 inches below the lesser 
trochanter make most unsatisfactory stumps to fit 
with artificial legs and in this article describes a 
case in which a short stump was successfully length- 
ened. 

The operation was performed in the Canadian 
General Hospital at Buxton, England. The patient 
was admitted April 15, 1918, with a discharging 
sinus following an amputation of the thigh at about 
the juncture of the upper and middle thirds. 
On May 3, the terminal inch which consisted of 
necrotic bone was removed, leaving only 2% inches 
of stump below the lesser trochanter. The wound 
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was closed without drainage and healed in two 
months. 

An artificial limb was tried but the stump was so 
short that when the thigh was flexed the bone slipped 
forward over the top of the socket. The choice then 
lay between fitting a tilting table leg and lengthen- 
ing the femur. On February 27, 1919, the flaps 
were again reflected back, the bone exposed as high 
as the greater trochanter, and 3% inches of the 
shaft of the bone cut free with an osteotome. This 
piece of bone was then slid downward so as to 
lengthen the femur 2% inches and fastened with 
two beef bone screws. The flaps were dissected up 
sufficiently so that it was possible to draw them down 
and close them over the end of the bone. The 
wound healed by primary union, the fragments were 
solidly united in two months, and the patient is now 
wearing an artificial limb. 

Gallie suggests that more adequate fixation, such 
as converting the screws into bolts by using nuts 
made of beef bone might be a safer procedure. He 
mentions also silver wire, brass ribbon, and metal 
bolts but prefers beef bone because it unites 
rapidly with living bone and undergoes absorption 
and replacement. When the stump is too short 
and when it is not wise to obtain a graft from the 
other leg, the material required might be obtained 
from a recently amputated leg. 

In transplantation of bone from another patient 
or from a recently amputated limb it might be well 
to make sure that the cells of the one patient are 
capable of living in the lymph of the other as indi- 
cated by testing their bloods for hemolysis and 
agglutination. 

The operation described was performed six 
months ago. New bone has restored the shaft where 
the graft was removed to its normal thickness and 
has also increased the thickness of the graft itself. 

The author concludes his article by suggesting 
that as it seems possible to lengthen bone success- 
fully in amputations, the skin flaps should be left 
very long when subsequent operation is anticipated 
so that later sufficient skin will be available to cover 
the graft properly. R. B. Martin. 


Bradford, E. H.: Ambulatory Treatment of Frac- 
ture of the Femoral Neck. Boston M. & S. J., 
1919, clxxxi, 10. 


The work of the orthopedic surgeon has now a 
broader scope than formerly. On account of his 
training and experience in dealing with non-opera- 
tive details as well as his operative skill, he is able 
to assist other branches of medicine. He has given 
precision to the methods for the operative treatment 
of club-foot and rachitic deformities which are now 
easily and definitely curable by any properly trained 
general surgeon. He has added to the medical under- 
standing of paralytic affections and given scientific 
basis for the successful management of tuberculous 
bone and joint diseases. 

Illustrative of what may be done by the methods 
of the orthopedic surgeon the following case is cited: 
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A woman, 64 years old, fell while working and 
fractured the neck of her femur, Feb. 18, 1918. The 
clinical diagnosis was confirmed by the X-ray. In- 
stead of plaster or a bed weight-extension apparatus 
it was decided to employ the traction abduction 
appliance formerly used in the treatment of hip 
disease. This appliance is a perineal ring crutch 
with a traction attachment and an abduction arm 
which presses upon the side of the perineum opposite 
the fracture. Its advantages are that it furnishes 
more fixation at the hip than can be obtained by a 
plaster spica, provides practical abduction without 
pressure, and allows painless change of position in 
bed and early locomotion on crutches. 

By the use of this splint the patient made a remark- 
ably satisfactory recovery. February 28, or ten days 
after injury, she was able to sit up in bed. March 
7 she spent part of the day on a couch. March 12 
she moved about the room in a crutch walking-frame 
and soon changed to crutches. April 15 all traction 
wasremoved. On April 30 the splint was removed 
for short periods at night, the length of these periods 
being increased until May 18, when the splint was 
discarded entirely. The patient resumed work in 
the autumn, three months after the injury, and has 
now practically no shortening and no discomfort or 
limp. 

Two other cases in which good results were 
obtained are also cited. M. H. Hopsart. 


Corlette, C. E.: Three New Amputations of the 
Foot, Each Conserving the Calcaneal Tread. 
Med. J. Australia, 1919, i, 8, 479, 502, 526. 


The operations reported are outlined briefly as 
follows: 
OPERATION NUMBER I 


1. Make incision. 

2. Disarticulate at the mediotarsal joint. 

3. Cut off the lower part of the head of the 
talus, with the slope a little backward and upward. 

4. Cut away the sustentaculum tali. 

5. Cut down the upper part of the anterior pro- 
jection of the greater process. 

6. Remove the interosseous ligament. Cut the 
lateral, medial, and posterior talocalcaneal liga- 
ments, and the calcaneofibular band of the lateral 
ligament of the ankle. Separate the soft parts 
from the sides and upper part of the calcaneus. 
Cut short useless tendons. 

7. Continue the plane of section on the lower 
aspect of the talus backward and upward until a 
plane cut surface remains and the whole articular 
surface is removed. 

8. Shave down the upper aspect of the calcaneus 
until a plane surface with an upward and backward 
slope is produced, suitable for fitting beneath a simi- 
lar surface on the talus. 

9. Push the calcaneus forward till it projects 
about 2 centimeters in front of the head of the talus 
and adjust it to fit there neatly. 

10. Bore holes from side to side through the neck 
of the talus and through the calcaneus in such a posi- 
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tion that a wire ligature passed through the holes and 
tightened will hold both firmly in their destined posi- 
tion, relative to one another. 

11. Trim the flaps, but leave the anterior tendons 
long enough to suture to the base of the lower flap. 

12. Remove the tourniquet and attend to hemo- 
stasis. 

13. Wire the bones tightly together with stout 
wire (1 to 2 millimeters). 

14. Trim away any excessive projection of bone 
(greater process of the calcaneus). 

15 and 16. Suture the tendons and close the 
wound. 

OPERATION NUMBER 2 

1. Make incision and disarticulate at the medio- 
tarsal joint. 

2. Cut off the sustentaculum tali. 

3. Remove the talus. 

4. Separate the soft tissues from the side and 
upper part of the calcaneus. Shorten the tendons. 
Cut away the remains of the anterior ligament of the 
ankle-joint from the lip of the lower extremity of the 
tibia, and clear away the soft tissues from the surface 
and borders of each malleolus. 

5. Cut away the prominent upper anterior projec- 
tion of the greater process of the calcaneus. 

6. Cut the plane surface on the upper aspect of 
the calcaneus with the slope upward and backward; 
cut until a good breadth of cut reaches well back- 
ward. It is usually best to reach as far as the smooth 
portion of the posterior surface. 

7. Cuta plane horizontal surface on the distal ex- 
tremity of the tibia between the two malleoli. 

8. Shear off half the downward-projecting length 
of the lateral malleolus. Then thin it and bevel it to 
reduce its bulk. Conserve the articular face on its 
deep aspect. 

g. Drill each malleolus in a transverse direction. 

10. Make a trial fitting of the calcaneus to the 


under aspect of the tibia between the malleoli, the , 


calcaneus to be slid forward in a well-advanced posi- 
tion. Make a drill hole across the calcaneus in such 
a position that a wire ligature passed through it and 
through the malleoli on either side will hold the cal- 
caneus up into position against the tibia between the 
malleoli when drawn taut. 

11. Attend to hemostasis. 





Figs. 1, 2, and 3: Faulty chair attitude and weakened back. 
Fig. 5: Check-rein brace. 


correcting hollow-back attitude. 
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12. Wire up tight with 1 millimeter silver wire. 
Tendon may be substituted. 

13. Trim away any projecting bone. 

14. Close the wound. 


OPERATION NUMBER 3 

1. Make skin incision and amputate through the 
mediotarsal joint. 

2. Remove the sustentaculum tali. 

3. Remove the talus. 

4. Remove a slice of the distal extremity of the 
tibia and the lateral malleolus as in Syme’s operation 
but with an osteotome. 

5. Remove the upward projection of the greater 
process, and then shave down the calcaneus to form 
a plane surface with a slope upward and backward. 
Cut away any surplus lengths of useless tendons. 

6. Push forward the calcaneal remnant into a 
well-advanced position after attending to hemo- 
stasis, and fix it there by a 2-millimeter wire ligature 
passed through boreholes made from side to side 
through the tibia and the calcaneus. Cut back any 
excessive projection of the calcaneus. 

7. After final trimming of flaps, etc., where neces- 
sary, and complete hemostasis, suture up the wound. 

K. L. VEHE. 


ORTHOPEDICS IN GENERAL 


Bradford, E. H.: The Treatment of Round Shoul- 
ders. Boston M. & S. J., 1919, clxxxi, 30. 


Round shoulders, a form of curvature of the spine, 
is a chronic affection which should have the careful 
thought and consideration of the orthopedic sur- 
geon. It is due chiefly to abnormal conditions such 
as faulty posture with resultant strain on inade- 
quate muscles and ligaments. 

It is important to know when children are threat- 
ened with an increase of these curves and what ab- 
normal conditions should be removed. The average 
child spends six to eight of his twelve or more waking 
hours in ill-fitted chairs. Faulty clothing and imper- 
fect hygiene must also be taken into consideration 
as well as the lack of sufficient healthy exercise out- 
of-doors. 

After studying the individual case, corrective 
treatment should be undertaken as demanded. 


b. & & 


Fig. 4: Floor-sitting 


(Bradford, E. H.: The Treatment of Round Shoulders) 
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Exercises to strengthen weak muscles are important 
and so simple that as a rule they can be performed 
daily at home. These should always be adapted to 
the given case. Usually it is the long muscles of the 
back and neck which require treatment but occasion- 
ally the glutei, the abdominal muscles, and those 
attaching the scapule to the trunk must be strength- 
ened. Free exercises or exercises with simple appara- 
tus such as dumb bells and ordinary weight and 
pulley machines are adequate. Chest expansion is 
obtained by running at play and deep breathing 
exercises. Creeping is good for sagging backs. 

Daily recumbency to break the long-continued 
back strain is beneficial. For this there should be 
placed on the bed a reclining board which should be 
long enough to reach from the head to below the 
buttocks, sloped sufficiently to support most of the 
weight of the head, and sufficiently narrow to allow 
free play of the shoulders. 

The ideal treatment for children with weakened 
backs is active varied exercise with short intervals 
of recumbency. 

The improvement is always slow and very gradual. 
Careful examination and notes of progress are 
essential. In the back of a normal child there should 
be no space between the spine and the floor, except 
at the neck, when he lies flat with the thigh flexed. 
The chest should be well rounded and the shoulders 
should touch the floor. 

Certain cases of increasing curves demand some 
form of spinal support which should be directed 
toward preventing the head from stooping forward, 
the chest from flattening, and the dorsolumbar spine 
from bending forward. Such a check-rein brace can 
be made from two crossed pieces of flat steeling 
fastened against the back and shoulder blades by 
straps around the neck, shoulders, and abdomen. 

The treatment is necessarily tedious, but need not 
be burdensome. M. H. Hopart. 
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Perera, A.: The Methods of Choice in the Treat- 
ment of Flatfoot (Tratamientos de eleccié6n en el 
pie plano). Med. Ibera, 1919, NGmero extraordi- 
nario, 1 Cong. nac. de med. y cirug., 54. 


No one method of treatment is applicable to all 
cases of flatfoot for the various types are of diverse 
etiology and pathologic anatomy. In general, the 
slow, progressive, and gentle procedures are most 
valuable. Violent measures, such as forced straight- 
ening under anesthesia and maintenance of the 
reduction by immovable bandages, should be dis- 
carded. 

In congenital flatfoot, adjustment and fixation 
are indicated, the latter obtained by bandages or 
other means. In traumatic flatfoot good braces 
should be used. In rachitic flatfoot the natural 
tendency is toward a cure but in the meantime the 
foot should be massaged and suitable shoes should 
be worn. For paralytic flatfoot tendon transplanta- 
tion in some instances, arthrodesis, massage, and 
electrical treatment are recommended. For flatfoot 
with static valgus, not fixed, massage, gymnastics, 
and progressively corrective shoes should be pre- 
scribed. In other cases massage of the muscles 
of the leg, electrical treatment, and shortening of 
the tendons may be necessary. If the flatfoot is 
contractural, the treatment should consist of rest, 
the application of fomentations, careful motion, 
massage, and the use of corrective shoes, or better, 
the application of bandages with the foot in slightly 
modified position without the use of anesthesia. 
Occasionally tenotomy may be necessary. In cases 
of flatfoot with bony deformity, cuneiform resection, 
and, if there is extreme valgus, tibial osteotomy 
may be indicated. 

Each case must be studied carefully. Before 
treatment is begun and during its course roent- 
genograms should be made in order to decide what 
changes may be necessary. M. M. Martrutes. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Hertzberg, H.: Fracture and Dislocation of the 
Dorsal Spine and Complete Rupture of the 
Cord. N. York. M.J., 1919, cix, 1028. 


The case reported is that of a man, aged 26, who 
received a fracture and dislocation of the spine with 
rupture of the cord from a backward fall of 20 feet 
from the roof of a building onto a rock pile. 

Shock treatment was instituted, rendering the 
patient in condition for operation nine hours after 
entering the hospital. Exposure revealed fractures 
of the ninth and tenth dorsal vertebra, parts of 
which were driven into the spinal canal. Both spi- 
nous processes were broken off at their junction with 
the lamine. The fracture line ran vertically through 
the center of the tenth vertebra, splitting it into 
halves. The entire spine below the ninth vertebra 
was driven forward so that the under surface of the 
eighth was palpable. The articular processes were 


not fractured, but the capsular ligaments on both 
sides were torn away completely. The spinal canal 
was empty except for a blood clot and some glisten- 
ing tissue along the anterior wall. 

Traction was exerted on the feet by a pulley and 
counter-extension maintained by a strap placed 
around the patient’s chest, the ends passing under 
his arms and crossing at the occiput. Sufficient trac- 
tion was exerted so that the impaction at the site of 
the fracture could be freed, and by manual manipu- 
lation a perfect reposition was obtained. Backward 
flexion of the chest maintained by a sandbag was 
necessary to retain the articular processes in apposi- 
tion with their respective articular facets. 

Examination of the spinal canal revealed a glisten- 
ing structure at the front, which proved to be the 
cord greatly attenuated as it had been stretched out 
at the time of fracture. The wound was closed with- 
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out drainage. The patient was placed upon a pre- 
viously prepared frame over which canvas had been 
tightly stretched. Slits were cut in the canvas, out- 
lining the patient’s body, and through these the en- 
tire trunk from pelvis to forehead was encased in 
plaster. 

A severe cystitis soon developed despite careful 


catheterization and irrigation every six hours day . 


and night. Six months later the patient voided volun- 
tarily for the first time since the accident. 

Two weeks after the operation pus was noticed 
oozing from the lower edge of the cast. A window 
having been cut in the cast, the pus was found to be 
coming from a gangrenous spot over the sacrum. 

When subjected to pressure, even if only for a 
short period, the tissues over all the bony prominen- 
ces became gangrenous. The whole of the posterior 
bony wall of the sacrum and the entire coccyx died 
and had to be removed. Both heels also broke down, 
necessitating removal with a goodly portion of each 
os calcaneum. 

The temperature was septic and the bowels moved 
involuntarily, frequently, and almost continuously. 
The sloughs were cut out as rapidly as demarcation 
was evident. The wounds were dressed with balsam 
of Peru and kept clean with benzine. The latter 
proved very efficacious in that it removed all broken- 
down fat, pus, and secretion from the wound and 
was non-toxic. 

By the end of the fifth month the wounds had 
cleaned up and granulated sufficiently to warrant re- 
moving the cast. The operation wound had healed 
by first intention, the spine was in perfect line and ap- 
position, and apparently firm, bony union had 
taken place. There was no improvement in the par- 
alysis, however, and owing to contractures about the 
joints it was not possible to flex the hips or the knees. 


SURGERY OF THE 


Blanc y Fortacin: Nerve Stretching in the Treat- 
ment of Trophic and Inflammatory Processes 
(La elongacién nerviosa en el tratamiento de los 
procesos tréficos e inflamatorios). Med. Ibera, 
1919, Namero extraordinario, 1 Cong. nac. de med. 
y cirug., 49. 


The stretching of nerves in trophic processes 
has been employed with success in cases of incipient 
gangrene of the toes, perforating ulcer, and vascular 
disturbances of the angiospasmodic type not de- 
pendent upon any compressing lesion of an artery or 
vein. 

Blanc y Fortacin has used this method on thick 
nerve trunks, the sciatic and popliteal nerves, for 
lesions of the leg and foot. the regions chiefly affected. 

Stretching of a nerve provokes immediate vasodi- 
lation due to paralysis of the sympathetic fibers 
within the nerve, this vasodilation being manifested 
by increased heat in the extremity and elevation of 
the arterial tension as measured by the oscillometer. 
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To leave the patient in bed meant death from in- 
anition and septic absorption in a short time. A 
ladder was therefore fixed above the entire length 
of his bed, just high enough to enable him to reach 
it with his hands. Five months later he was able to 
pull himself up through the ladder, stand upon his 
feet, and balance himself. This improved his general 
condition immensely. An apparatus in the form of a 
baby’s safety chair was then constructed to make 
him an ambulatory patient. This consisted of an 
iron framework on rollers with a bicycle saddle seat 
suspended on three straps, but as there was no back 
rest it did not meet the requirements. Moreover, 
the pressure of the saddle on the tissues overlying 
the tuber ischii caused them to slough and this con- 
fined the patient to his bed for another month. The 
balancing exercises were continued during this time. 

A new frame was then constructed which furnished 
support for the back. With this and fixation of the 
legs by hip braces the patient was soon able to pro- 
pel himself about the ward. His general condition 
improved and he regained his balance to such a de- 
gree that in four months he was able to walk the en- 
tire length of the ward with but slight support. 
After much assurance and persuasion he attempted 
walking with crutches. The hip braces were dis- 
carded and split plaster casts applied to each leg. 
These permitted the use of shoes but the latter 
caused sloughing of the big toes. Tennis shoes, how- 
ever, eliminated this trouble, and the patient was 
soon able to go about unattended. He was able to 
go upstairs by sitting on one step and raising his 
body to the next with his arms. 

While he is now absolutely paralyzed with prac- 
tically complete anesthesia below the lumbar re- 
gion, nevertheless he can again become partially, 
if not totally, self-supporting. P. H. Kreuscuer. 


NERVOUS SYSTEM 


The immediate effects consist in a diminution of 
pain and an increase in the color of the base of the 
trophic ulcer or of the tissue outlining the area 
threatened with gangrene. The process is contra- 
indicated, however, in cases of septic gangrene with 
or without emphysema. In cases of dry gangrene 
stretching of the nerves restores vitality to the 
tissues near the focus and thereby makes possible 
a lower amputation. 

This favorable change in the circulation of the 
extremity was demonstrated by the author in 
many cases by the reaction of Moskovicz and in 
his opinion is due undoubtedly to the development 
of the collateral circulation resulting from the 
vasodilation. 

In various cases the author was able by this 
means to avoid amputation, in one instance an 
amputation of the knee, and in another, an amputa- 
tion of the tibiotarsal joint. In all cases there were 
observed: (1) a decrease in the swelling; (2) the 
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initiation of movements without pain; (3) a de- 
crease in the suppuration in open lesions; and (4) 
an increase in heat and blood pressure. 

M. M. Matruares. 


Pollock, L. J.: Peripheral Nerve Injuries, with Es- 
pecial Reference to Lesions of the Brachial 
Plexus. Surg. Clin. Chicago, 1919, iii, 849. 

The author presented 7 cases at his clinic for the 
purpose of demonstrating some of the types of le- 
sions of the brachial plexus. 

Cases with involvement of the musculospiral or 
radial nerve show three distinct primary symptoms 
pathognomonic of this condition: (1) wrist-drop; (2) 
inability to extend the first phalanges of the fingers; 
and (3) inability to extend the thumb. 

Ulnar palsy is characterized also by three primary 
clinical symptoms: (1) weakness or paralysis of the 
adductor pollicis, demonstrated by . inability to 
grasp a flat object firmly between the thumb and 
forefinger of the affected hand without using the 
flexor or the thumb; (2) clawing produced by the 
over-action of the extensors of the fingers; and (3) 
inability to flex the little finger with the terminal 
phalanges extended. 

Paralysis of the median nerve is characterized by 
the three following clinical facts: (1) inability to 
oppose the thumb to the little finger; (2) inability to 
flex the terminal phalanges of the thumb; and (3) 
inability to flex the index finger. 

Combined lesions of the ulnar and median nerves 
produce the ape-like hand. 

One of the interesting observations in lesions of 
the brachial plexus is the coincidence of a lesion of 
the spinal cord with these injuries. Emphasis is 
placed upon the necessity for careful observation 
of the patients before and after operation, in regard 
to both the motor and the sensory function. 

E. C. RopitsHEeK. 


Lewis, D.: Peripheral Nerve Surgery. Surg. Clin. 
Chicago, 1919,.iii, 769. 

The author presents five cases of nerve injury 
treated at his clinic, giving in each instance the 
history and the findings at the time of the operation. 
In the first case, the musculospiral nerve was found 
to be compressed by a very delicate piece of connec- 
tive tissue which reduced its diameter almost one 
half. In the second case, a distinct neuroma was 
discovered at the distal end of the proximal segment 
of the external popliteal nerve. In the third case, 
the ulnar and median nerves were bound down in 
scar tissue. The median nerve he injected with 60 
per cent alcohol. In the fourth case, spindle-like 
enlargements of both median and ulnar nerves were 
found as well as scar tissue at the site of injury. In 
the fifth case, there was a distinct neuroma of the 
external popliteal nerve. After the scar tissue was 
resected in this instance, a long defect remained and 
as it was impossible to unite the ends of the nerves 
nerve transplantation was attempted. 

In all nerve surgery, pinching of the nerve or any 
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undue roughness should be avoided. If a diagnosis 
of complete anatomical or physiological interruption 
is made, an operation should be performed. When 
there is anatomical interruption end-to-end suture 
is the only operation which gives any assurance of 
a high percentage of recoveries. Nerve grafting 
should be performed when end-to-end suture cannot 
be done. Neurolysis is an operation which the 
author believes should be performed often. Muscle 
neurolysis is preferable to any other type. Emphasis 
is placed upon the necessity for careful and diligent 
after-treatment in these cases. E. C. RoBITsHEK. 


Adson, A. W.: A Clinical Study of Nerve Anastomo- 
sis. Ann. Surg., 1919, Ixx, 157. 


A brief review of the history of nerve anastomosis 
details of the etiology of the conditions requiring 
such treatment, the histology of nerve regeneration, 
the different operations and their results are given 
with the end-results of 41 cases of nerve anastomosis 
having a postoperative record of sixteen months or 
more. , 

In discussing the operative procedures the author 
emphasizes three distinct conditions which may be 
found and their treatment: 

1. Neuromata on both ends of a severed nerve, 
the larger being on the proximal end. These must 
be resected before anastomosis is attempted. 

2. Trauma to the nerve with the development of 
interstitial neuritis and pseudoneuromata, This 
condition suggests neurolysis if the function is 50 
per cent or more; otherwise, resection and end-to- 
end anastomosis should be done. 

3. Constriction of the nerve in scar tissue or 
callus which, with regard to resection, is treated as 
are cases of trauma. 

The operation of choice is end-to-end anastomosis 
effected without tension and with fine sutures of 
silk. If the operator is compelled to leave a gap 
between the sutured ends, it should be less than 3 
centimeters and may be bridged with autogenous 
transplants of sensory fibers or by fascial tubuli- 
zation. If the gap measures more than 5 centi- 
meters, tendon transplantation or arthrodesis is 
advised. 

It is emphasized that regeneration occurs quite 
successfully during the first year, but that the 
amount of regeneration diminishes as time elapses 
between the date of the injury and that of the repair, 
the results being only fair after the second year and 
very rarely successful after the fifth. 

The average amount of return of function in the 
41 cases reported is 62 per cent. Seventy-three per 
cent ‘of the patients operated upon showed improve- 
ment. In 17 per cent of the cases the operation was 
a total failure and in 10 per cent gave indefinite re- 
sults. 


Coriat, I. H.: A New Sign of Nerve Regeneration. 
Boston M. & S. J., 1919, clxxxi, 163. 


The author directs attention to a new and im- 
portant sign of nerve regeneration, namely, formica- 
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tion and tingling produced by. pressure. He believes 
that formication occurs usually at about the fourth 
or sixth week and indicates the presence of young 
axis-cylinders in the process of active regeneration. 
Coriat quotes Tinel’s description of this test. He 
believes that it is very easily applied, but should 
be carefully done in each case as the tingling produced 
by neuroma formation may lead to error. 

In neuroma formation or in the early stages of 
regeneration without neuroma formation, the 
formication is limited to the level of the lesion. In 
neuroma formation also, when the regenerating 
axis-cylinders are blocked and may consequently 
lose themselves in the surrounding tissues, the 
formication remains fixed at the level of the lesion. 
In actual regeneration of the nerve the formication 
progresses over the zone of the growth of the axis- 
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cylinders and may be detected finally along a part 
or all of the cutaneous distribution of the nerve. 
However, while for a time it may involve the entire ' 
cutaneous distribution, it may be detected finally ° 
only in the extreme periphery as regeneration be- 
comes complete. 

The exact cause of this formication is difficult to 
state, but since it can be produced by a far lighter 


’ pressure than formication in an uninjured nerve, 


it is probably due to an increased sensitiveness of the 
young axis-cylinders. However, it is best not to 
rely upon the formication sign alone. The test 
should be carefully correlated with the findings of 
other investigations of the nerve lesion, such as 
those to determine the protopathic and epicritic 
sensibility, regeneration pain points, and electrical 
reactions. E. C. RosirsHeK. 


MISCELLANEOUS 


BLOOD 


Corachan Garcia and Gallart Mones: A Study of 
the Coagulation of the Blood as a Factor in 
Surgical Prognosis (E1 estudio de la coagulaci6n 
sanguinea como dato pronéstico en cirugfa). Med. 
Ibera, 1919, NGmero extraordinario, 1 Cong. nac. 
de med. y cirug., 52. 


The authors use Bloch’s method of determin- 
ing the coefficient of coagulation of the blood. 

Under the conditions of their test the citrated 
blood is very similar to the fluid blood in the blood 
vessels. 

In blood which coagulates normally, coagulation 
begins in the tube when the ratio of sodium citrate 
to calcium chloride is as 1 is to 2. When the ratio 
is as 1 is to 1 the clot is complete. 

Calcium chloride greatly increases the coagulation 
index. 

The appearance of postoperative hematomata in 
patients with a coagulation index below normal is an 
observed fact. 

A low coagulation index may be brought up to 
normal before operation by treatment with calcium 
chloride and gelatine. 

Patients with venous thrombosis have a normal 
coagulation index. Thrombosis does not depend up- 
on a high coagulation index alone but also upon oth- 
er concurrent cases, one of which usually is infection. 

M. M. Martruies. 


Lundsgaard, C.: Studies of Oxygen in the Venous 
Blood. V. Determinations on Patients with 
Anemia. J. Exper. M., 1919, xxx, 147. 


In the first four articles of this series facts were 
discussed which indicate that the oxygen content 
of the venous blood depends on a number of fac- 
tors: (1) the total oxygen-combining power or the 
haemoglobin content of the blood; (2) the degree of 
oxygen saturation of the blood in the lungs; (3) 
variations in the metabolism of the tissues drained 


by the vein tapped as compared with the metabol- 
ism of the rest of the body; (4) variations in the 
rate of blood flow through the tissues drained com- 
pared with the rest of the body; and (5) variations 
in the minute volume of the heart. 

In order to find the effect of one of these factors 
on the oxygen content of the venous blood, it is 
necessary to control the other factors or keep them 
constant. 

This paper deals with a study of the venous oxy- 
gen content and unsaturation in a series of patients 
in whom the hemoglobin varied over a wide range. 

Nine patients with anemia and one patient with 
polycythemia were selected for this purpose. The 
hemoglobin in these cases varied from 181 to 27 
per cent. The oxygen-combining power of the 
blood varied consequently from 33.40 to 5.00 vol- 
umes per cent. The lungs, which were examined be- 
fore each determination, did not show any pathologic 
changes which might influence the saturation of the 
blood. The blood samples were drawn at least two 
hours after a meal and after ten minutes of rest. 
Apart from a slight increase in the pulse rate in some 
of the patients there was no sign to indicate any ab- 
normality in the circulation. The diuresis and the 
blood pressure were normal. 

The technique in drawing the blood samples was 
exactly the same as that described in the first 
article of this series. In determining the oxygen of 
the venous blood Van Slyke’s method was used. 
The tctal oxygen-combining power of the blood was 
either determined directly—Van Slyke’s method— 
or calculated from the hemoglobin determined by 
Haldane’s method. 

The results of these experiments are summarized 
as follows: 

1. Determinations of the oxygen content and the 
oxygen unsaturation of the venous blood were made 
in the cases of patients who had varying amounts of 
hemoglobin. 
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2. The oxygen unsaturation of the venous blood 
is independent of the oxygen capacity unless the 
latter is reduced below the normal value for oxygen 
unsaturation (about 5 volumes per cent). In a 
polycythemic patient with 33.4 volumes per cent 
oxygen capacity (181 per cent hemoglobin), for 
example, the venous oxygen content was 28 volumes 
per cent, giving an unsaturation of 5.4 volumes per 
cent. Similarly, in an anemic patient with only 
6.7 volumes per cent oxygen capacity (36 per cent 
hemoglobin), the venous oxygen was 1.5, giving an 
unsaturation of 5.2 volumes per cent. This means 
that the tissues extract from the blood all the oxygen 
they need with apparently equal readiness, regard- 
less of whether the extraction leaves a great oxygen 
reserve in the blood as in polycythemia, or practical- 
ly no reserve as in anemia. 

3. The results seem to show that the resting 
organism does not increase its circulation until all 
the reserve oxygen is used. This means that the 
resting anzmic organism does not need or use any 
compensation for its anemia until the haemoglobin 
has sunk below 30 per cent. Below that value the 
organism increases the blood flow in order to secure 
for the tissues the normal amount of oxygen. 

G. E. Brerisy. 


BLOOD AND LYMPH VESSELS 


Anderson, W.: Contusion of the Arteries. Brit. 
J. Surg., 1919, vii, 95. 

As a probable cause of secondary hemorrhage or 
aneurism contusion of the arteries is of considerable 
importance. Anderson reports 10 cases treated by 
himself at casualty clearing stations, all of which were 
seen within twelve hours after the patients had been 
hit. 

Not until 1917 did he suspect a primary, although 
not obvious, injury to the artery in cases in which at 
operation the vein was found to be divided and the 
artery intact and which later developed severe second- 
ary hemorrhage. Later in such cases he discovered 
that the wall of the artery was bruised, and the pulsa- 
tion distal to this was a transmitted pulsation. Sus- 
pecting an embolus, he opened the artery and found a 
rupture of the internal and middle coats of the vessel 
for about two-thirds of its circumference and only the 
smallest amount of clot at the edges of the curled-up 
coats. 

The possible causes as suggested by Sencert are: (1) 
direct shock; (2) indirect shock; and (3) overstretching 
of the vessel. In two of Anderson’s cases the outer 
sheath covering the artery and vein was not penetrated 
but showed slight bruising. He calls attention to the 
following points of interest: 

1. The velocity of the missile. In all of the cases 
except one there were entrance and exit wounds. 

2. In all instances the artery lay between the track 
of the missile and a bone. 

3. The injury of the vessel was always on the side 
nearest the track. 

According to Sencert there are three degrees to the 
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condition: (1) when the internal coat only is affected, 
showing fine striated lines; (2) when these lines pene- 
trate into the middle coat; and (3) when the internal 
and middle coats are ruptured in a circular direction 
around the entire circumference of the vessel. All of 
Anderson’s cases were of the second group. ‘The 
external appearance showed a characteristic bruising 
of the vessel wall and a slight bulging toward the track 
of the missile. In three cases in which there was 
distinct but diminished pulsation below the site of 
injury he opened the artery at the primary operation 
and found only shreds of blood clot in the vicinity of 
the torn coat. In others opened five to eight days 
after injury a firm clot was discovered occluding the 
vessel. After washing off the clot the appearance of the 
artery was the same as in the first three cases, viz., a 
rough, thinned-out, irregular area on the side nearest 
the wound track made up of tunica adventitia only and 
bounded by the curled-up edges of the tunice media 
and intima. 

In the diagnosis the site of the wound, the diminution 
or absence of a distal pulse, and the appearance of 
bruising of the wall or sheath of the vessel should arouse 
suspicion of contusion. 

At first the author opened the artery with the idea 
of removing the clot and re-establishing the circulation, 
but later gave up this procedure for the following 
reasons: (1) there is no clot at this state; (2) it is 
impossible to suture or to trim the edges of the torn 
tunic satisfactorily; (3) suture of the tunica adventitia 
alone is difficult and unsatisfactory; (4) the lumen of 
the vessel is narrowed and the chances of rapid clotting 
are increased rather than"decreased. 

If there is the faintest pulsation below the injury it 
is better to leave well enough alone and tie the vessel 
above and below the injury on the fourth, fifth, or sixth 
day. In the larger vessels Tuffier tubes or venous 
grafts are recommended. In the smaller vessels ligation 
above and below the injury four to six days later is 
advocated. This delay lessens the risk of gangrene, 
and before this date secondary hemorrhage is not apt 
to occur. The author emphasizes the importance of 
recognizing and treating the type of injury described 
in order to prevent secondary hemorrhage. 

J. pE J. PEMBERTON. 


Walker, C., and Walker, L.: Sudden Detachment 
of the Aortic Intima (So-Called Dissecting 
Aneurism). Brit. M.J., 1919, ii, 200. 


The author reports an unusual case of sudden de- 
tachment of the aorta in a man 65 years of age. The 
patient, who was apparently in good health, suddenly 
fell and temporarily lost consciousness. On reviving 
he complained of severe substernal pain and paresis 
of the left leg. Physically his appearance indicated 
severe hemorrhage. General examination revealed 
little of diagnostic import. There was some paresis 
of the left leg, but the reflexes and knee-jerks were 
normal, The cardiac impulse could not be felt. The 
heart sounds were faint, but otherwise normal. The 
pulse was rapid, small, and very weak. Some im- 
provement in the paresis of the leg and the character 
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of the heart beat followed the administration of 
nitrites but death ensued suddenly in thirty-eight 
hours. 

The postmortem examination revealed extensive 
atheromatous changes in the aorta and the greater 
part of the aortic intima lying free in the lumen. The 
ascending aorta showed a pouch-like dilatation. In 
the thoracic aorta the intima in part retained its 
lumen, but in the abdominal aorta and iliac arteries 
it was completely detached. There were extensive 
sclerotic changes also in other organs and vessels. 

In discussing the mechanism of the production of 
dissecting aneurism the authors comment on the 
extreme rarity of the condition. They state that the 
necessary precursors of such an aneurism are (1) pro- 
found atheromatous change, and (2) a break in the 
intima. The break in the intima may be produced 
in three ways: (1) anatheromatous patch may destroy 
the wall of a vas vasorum; (2) it may break down and 
form an atheromatous ulcer; and (3) the intima may 
split. These splits are usually found in the ascending 
aorta or arch and probably occur as a result of 
stretching of the aorta when the intima has become 
relatively brittle as a result of atheromatous change. 
The splits of themselves are an insufficient explan- 
ation of stripping because breaks in the aortic intima 
are far more frequent than aortic dissecting aneurism. 
In the opinion of the authors the motion of the blood 
stream rather than the blood pressure is an impor- 
tant factor in the production of dissecting aneurism. 
While the total kinetic energy of the blood cur- 
rent is not great at any given point, nevertheless 
in the presence of a break in the intima the con- 
stant recurrence of 2 centimeter-grams four thou- 
sand times per hour is capable of producing in time 
appreciable mechanical results. A flap of the de- 
tached intima may be thrown across the lumen, 
forming a dam, so that all of the kinetic energy is di 
rected to stripping the intima. The blood pressure 
within the intima would fall to zero while the pres- 


sure outside the stripped portion would rapidly: 


rise toward ventricular systolic pressure. 
W. J. TucKER. 


- SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


MacCarty, W. C., and Broders, A. C.: The Réle of 
the Pathologist in the Practice of Medicine. 
J. Lab. & Clin. Med., 1919, iv, 687. 


As pathology is a comparatively new science, it 
is only beginning to be thought of as more than an 
interesting luxury, a confirmer of diagnosis after 
the patient is dead. 

In the early history of medicine, clinicians knew 
all that was known of pathologic conditions and 
processes simply because so little was known about 
them. Today both the pathologist and clinician 
have more than they can do. Scientific efficiency 
can be obtained only by the development of co- 
operative specialism by these two important mem- 
bers of the medical profession. 
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The authors submit the statistics compiled in the 
examination of 49,083 patients. In all, 157,848 
laboratory reports were made. Such reports are of 
value for the following reasons: 

1. They confirm the diagnosis which may be only 
suspected clinically. For example, microscopic ex- 
amination may confirm the suspicion of malignancy 
of an ulcer of the stomach 

2. They actually make the diagnosis when there 
are no clinical diagnostic symptoms. The clinician 
obtains a history of a gastric lesion which appears 
on exploration to be an extensive carcinoma. The 
microscopic examination shows that the gastric 
lymphatic glands are inflamed. 

3. They recognize accessory pathologic con- 
ditions. The clinical diagnosis of myomata of the 
uterus may be followed by hysterectomy with the 
findings of a cornual carcinoma. 

4. They correct the clinical diagnosis. An ulcer 
of the lip removed for epithelioma may be found to 
be syphilitic. 

5. They confirm the positive clinical diagnosis. 
The clinician makes a diagnosis of endocarditis and 
streptococci are found floating in the blood. A 
diagnosis of uterine malignancy is made and the 
scrapings reveal a carcinomatous polyp. 

6. They determine the degree of the process of 
the disease. A patient has a pathologic kidney and 
the degree of function is determined by the phenol- 
phthalein and blood-urea tests. 

7. They determine the patient’s physical status 
preparatory to possible operation. In hyperthy- 
roidism the determination of the metabolic rate 
indicates whether the patient is a good surgical 
risk. 

8. They help to determine the extent of the 
operation. The method of removing a breast nodule 
depends entirely on the findings of the microscopic 
examination. 

9. They give data for the pre-operative, opera- 
tive, and postoperative prognosis. A patient has a 
slowly developing enlargement of the tibia with an 
enlarged inguinal gland. If the Wassermann is 
negative, the inguinal gland must be sectioned. 

10. They determine the cause of death. Autopsy 
frequently clears up an obscure cause of death. 

11. They determine the causes of death due to 
false operative judgment. Patients are sometimes 
advised to submit to operations and die because of 
the presence of other pathologic conditions which are 
recognized only at autopsy. 

12. They determine the causes of death due to 
faulty operative technique, such as the uninten- 
tional ligation of ureters or important intestinal 
blood vessels. 

13. They assist in determining the causes and 
methods of surgical infection. Routine bacterio- 
logical examinations of operative wounds, operative 
materials, etc., lead to better control over possible 
infection. 

14. They assist in clinical, surgical, and labor- 
atory research. C. D. Hormes. 
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Kettle, E. H.: On Polymorphism of the Malignant 
Epithelial Cell. Proc. Roy. Soc. Med., Lond., 1919, 
xii, Sect. Path., 1. 

The adoption of modern experimental methods 
has so revolutionized the study of malignant disease 
that it is now possible to carry out extensive investi- 
gations without paying more than the most super- 
ficial attention to the microscopic structure of 
tumors. Nevertheless all cancer research must 
ultimately rest on a histological basis. In the clini- 
cal laboratory, where the available material cannot 
be submitted to experimental conditions, the funda- 
mental importance of histology is unchallenged. 

The pathologist must depend mainly upon the 
microscope to distinguish between benign and malig- 
nant growths, and should he desire to pursue broader 
aims than those that are purely utilitarian, his work is 
still practically restricted to histology. This line 
of research, however, is far from being exhausted. 
In classification alone much remains to be done in 
the way of separating the true neoplasms from those 
blastomatoid conditions which so much resemble 
them and give rise to so much confusion in our con- 
ceptions of tumor formation. Moreover, by a care- 
ful consideration of their microscopic structure, it 


is possible to discover a great deal about the biolog- 


ical properties of tumors and the influences they ex- 
ercise upon the healthy tissues in which they grow. 
Finally, it is of the greatest importance to correlate 
the results of experimental research with human 
pathology and for fruitful results along these lines, 
it is essential that the work should rest upon a 
sure foundation of wide and accurate histological 
knowledge. 

Of more interest are those instances of multiple 
tumors occurring in the same organ when the 
growths are in actual contact with one another. 
In such cases there is always the possibility that the 
presence of one of them may have been the factor 
determining the genesis of the others. 

On reading some of the reports of multiple and 
mixed tumors it appears that a suspiciously high 
proportion of such tumors have occurred in the 
thyroid gland and the uterus in which organs they 
are notoriously prone to present unusual features. 
Many of the writers appear to have a limited con- 
ception of the morphology of the malignant cell and 
though they have hastened to accept and apply to 
their own material the research on sarcoma produc- 
tion of the experimental laboratories, they have paid 
little attention to other observations which have 
demonstrated the extreme powers of polymorphic 
growth possessed by the malignant epithelial cell. 
When it is possible to study the growth of such 
tumors experimentally, doubtful points may be 
cleared up and satisfactory conclusions arrived at, 
but with human material this is, as yet, not practi- 
cable. The tumor is seen in only one phase of its 
growth, and interpretation of what is seen may be 
impossible. 

Under these circumstances it must be realized that 
conclusions drawn from the study of tumors in man 
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should be much more critically examined before 
they are accepted than those arrived at from the 
study of experimental tumors which can be ob- 
served under conditions enormously more favorable. 

In the last twelve years a large number of tumors 
have passed through the author’s hands, including 
many possessing quite unusual features. From the 
complexity of their structure, some of these would 
usually be regarded as mixed tumors. There is, 
however, another and more reasonable possibility 
that they were instances of extreme polymorphic 
growth of carcinomata. Absolute proof is, of 
course, impossible to obtain in the absence of any 
method which would make it possible to study their 
behavior on prolonged transplantation, but there is 
no doubt that this interpretation is correct. In any 
case it is most important to make aliowance for the 
morphological elasticity of the epithelial cell in 
interpreting any anomalous growth. Failure to do 
this leads only to erroneous conclusions, and if the 
study of cancer in man is to help at all in the solution 
of the problem as a whole, the facts unon which our 
theories are based must be beyond criticism. 

The tumors selected to illustrate these points lend 
themselves to analysis fairly well, and though it is 
impossible to convey the impression formed from 
the study of many series of sections by a few figures, 
the salient points are clearly possible. 

G. E. Berisy. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Adamson, R. S.: Cultural Characters of Certain 
Anaerobic Bacteria Isolated from War Wounds. 
J. Path. & Bacteriol., 1919, xxii, 345. 


Of the strictly anaerobic organisms bacillus tetani 
is not discussed in detail in this article. As this 
organism presents many features of interest and 
requires special technique for its isolation, it will 
be reported separately. A summary of its cultural 
characters, however, is given in the general table at 
the end of the article. 

The article is based upon a study of 51 cases treat- 
ed in detail and about 10 others which were examined 
for special purposes. All the patients were soldiers 
in the second Western General Hospital in Man- 
chester. The organisms described are those actually 
isolated from such cases, though to render the 
report more complete a number of bacteria isolated 
from other sources have also been included. 

Beside the examination of wound material, a 
preliminary study of other substances was under- 
taken with the object of discovering the sources of 
infection. For this purpose samples of garden and 
pasture soil were examined; also a number of speci- 
mens of human faces and one specimen of horse 
feces. In addition, a preliminary study was made 
of putrefying meat from which a number of pro- 
teolytic anaerobes were isolated. 

As the nomenclature of the anaerobic group of 
bacteria is somewhat confused, the identification of 
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organisms by the published descriptions was fre- 
quently difficult. 

The practice adopted was to utilize a well-estab- 
lished name when identification was possible, even 
at the sacrifice of the strict rules of priority. How- 
ever, in a group in which the boundary lines con- 
stituting a species are so uncertain, the strict rule 
applied to other groups need not, perhaps, be 
insisted upon. Several of the organisms described 
were left without specific names, but designated 
simply by a symbol, thus following the practice of 
McIntosh and others which seemed to the author 
preferable to coining further names in discussing a 
subject already overloaded with synonyms and ill- 
defined and uncertain species. 

A good deal of the confusion regarding these 
organisms seems to have arisen from the tendency 
to lay too much stress on a limited number of 
features. The form of colony produced on agar has 
generally been regarded as a chief factor of diagno- 
sis, but in many cases this has been found exceed- 
ingly variable for one and the same species. Cer- 
tain species undoubtedly do form very distinct 
types of colony, but in many others this feature 
will not help identification. Again, the microscopic 
appearance has been relied upon very largely, but 
especially among the proteolytic group of anaerobes 
the various organisms are so unfamiliar that it is 
exceedingly difficult to distinguish them in a mixed 
film. Also the size and spore-production differ very 
considerably according to the medium employed. 

The experience gained has led the author to the 
view that for diagnosis a considerable range of 
cultural characters is necessary, and that the 
fermentation, both of carbohydrates and proteins, 
must be considered. 

The author summarizes his article as follows: 

Fifteen organisms were studied and their cultural 
characters described. Of these, 13 were spore- 
producing bacilli, 1 a non-sporing bacillus, and 1, a 
diplococcus. The spore-producing bacilli fall into 
groups based on their cultural reactions. The 


first group, consisting of bacillus oedematis maligni, 


the central spore bacillus, bacillus bifermentans 
sporogenes, and bacillus tetanoides, may be des- 
ignated the “proteolytic group.” All the organisms 
‘digest egg and liquefy gelatin and serum more or 
less completely. They also digest milk without the 
production of acid and show a greater or less power 
to digest meat. Their action upon carbohydrates, 
however, is very slight. Bacillus tetani is classed 
in this group though its proteolytic action is not 
vigorous. 

A second or saccharolytic group comprises bacil- 
lus aerogenes capsulatus, bacillus butyricus, bacillus 
septique, bacillus von Hibler IX, and Bacillus E. 
This group exhibit a marked power of fermenting 
sugars. They render milk acid and are all gas pro- 
ducers. They have little or no action upon egg or 
serum. Bacillus septique alone liquefies gelatin. 
The members of this group render meat and brain 
medium more or less acid. 


A third group, which contains tetanoides, Bacillus 
L, Bacillus S, and McIntosh’s bacillus Type ITI, is 
characterized by negative rather than positive 
characteristics. The organisms composing it possess 
neither proteolytic nor saccharolytic powers. Bacil- 
lus L approaches the proteolytic group in its action 
upon milk and liquefaction of gelatin. In its cul- 
tural reactions McIntosh’s bacillus Type III also 
approaches the first group in the absence of any 
power to ferment carbohydrates, in its reaction upon 
milk. and in its slight action upon egg. On the 
other hand, it appears morphologically to be so 
much allied to bacillus von Hibler [X that at present 
it is placed in the intermediate position. 

G. E. BEILBy. 


Wolf, C. G. L.: The Biochemistry of Pathogenic 
Anaerobes. VI. The Proteolytic Action of 
Bacillus Sporogenes (Metchnikoff) and Bacillus 
Welchii. J. Path. & Bacteriol., 1919, xxii, 270. 


The investigation reported was to determine the 
variation which might take place in the fermentation 
of cooked meats, using well-defined strains of bacil- 
lus welchii and bacillus sporogenes. The con- 
centrations of protein were varied. Some of the 
experiments were made with rapid sampling and 
therefore were of short duration. In the short 
experiments the object was to obtain information 
regarding the initial stages of the fermentation. In 
all of the experiments the medium used was cooked 
meat. 

The conclusions reached from these experiments 
were as follows: 

In a medium consisting solely of sterilized muscle 
and water, both bacillus sporogenes and bacillus 
welchii grow with great rapidity. Both form large 
quantities of gas consisting of carbon dioxide and 
hydrogen. The amount of gas formed per liter of 
medium is apparently about equal with both organ- 
isms. With bacillus sporogenes about 70 to 75 per 
cent of the gas consists of carbon dioxide. 

Analyses of the gas from fermentations with 
bacillus welchii show a much smaller percentage 
of carbon dioxide, roughly about 38 per cent. The 
proteolytic power of bacillus sporogenes is very 
great, as much as 477 milligrams of ammonia- 
nitrogen having been found in the filtrate from a 
fermentation while in the same liquid there were 
237 milligrams of amino-acid nitrogen. 

With the large amount of gas formed by bacillus 
welchii there is relatively little proteolysis. The 
chemical results thus confirm what is observed in 
cultures of bacillus welchii, namely, that the par- 
ticles of meat do not tend to lose their original 
contour. 

A fact of great interest in a comparison of the 
two organisms is the difference in their volatile-acid 
production. Bacillus welchii which produces large 
quantities of volatile acids in carbohydrate-con- 
taining media, such as milk or glucose peptone, 
does not form any considerable quantity of acid 
with muscle tissue. On the other hand bacillus 
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sporogenes is capable of forming acids in quantity 
in any medium, -whether it contains carbohydrates 
or not. G. E. Betsy. 


Dandy, W. E.: Experimental Hydrocephalus. 
Ann. Surg., 1919, \xx, 129. 


The production of all types of hydrocephalus by 
precise experimental methods finally lifts the idio- 
pathic veil and reveals hydrocephalus as a disease 
with a clearly defined etiology and pathology. The 
first evidence that hydrocephalus could be produced 
experimentally was incorporated in an article written 
with Blackfan in 1913. It was demonstrated that 
when a tiny obstructing body was introduced into 
the aqueduct of Sylvius of a dog, all the cerebral 
ventricles proximal to the occlusion became dilated; 
distally, the size of the fourth ventricle was not 
changed. 

The following year Thomas published additional 
experimental evidence showing that hydrocephalus 
is caused by obstruction. Following the injection 
of aleuronat granules into the lateral ventricles, 
the iter became plugged; organization of the gran- 
ules resulted in total occlusion of the opening and 
resultant hydrocephalus. 

The experiments reported in this article were con- 
ducted on dogs under ether anesthesia. The mid- 
portion of the squamous occipital bone, including 
. the posterior margin of the foramen magnum, was 
removed with rongeurs and the dura opened in 
stellate fashion. Gently elevating the cerebellum, 
the roof of the fourth ventricle was exposed and 
perforated, and a small piece of cotton cautiously 
pushed forward on the point of a fine, graduated 
carrier. It was passed over the medulla and pons 
until it glided into the aqueduct of Sylvius, where 
it was deposited by withdrawing the carrier. An 
improved technique for this procedure consists in 
enclosing the cotton in an oiled gelatin capsule 
which soon dissolves in the cerebrospinal fluid. 

The aqueduct of Sylvius can be recognized fairly 
easily by the sense of touch in the finger which is 
directing the entry of the obstruction, its entrance 
being denoted by the constriction at the terminus 
of the funnel-like approach from the wide fourth 
ventricle. Moreover, the iter is at a constant meas- 
ured distance from the posterior border of the cere- 
bellum. If the head is not held in a strictly median 
position, however, it is easily possible to make a 
false passage into the contiguous soft brain tissue 
with permanent injury to the pyramidal tract and 
the nuclei of the cranial nerves. 

By producing hydrocephalus with a tiny obstruc- 
tion in the aqueduct of Sylvius, the etiological réle 
of an occlusion is absolutely established. Being a 
single precise process and involving no neighboring 
structures, other possible explanations of the re- 
sultant hydrocephalus are precluded. When an 
obstruction is present in any part of the ventricular 
system, the ventricles always dilate anterior to the 
occlusion. Following occlusion of the aqueduct of 
Sylvius, therefore, the third ventricle and both 
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lateral ventricles become distended. The size of 
the fourth ventricle remains unchanged. 

Sections of the brain of a dog one month after the 
obstruction was introduced showed that doubt- 
less for some time after the cotton was placed in the 
iter there was only a partial occlusion which became 
complete with organization of the foreign body. 
In these experiments the animals became lethargic 
and there was intermittent vomiting. Ventricular 
dilation was accompanied by a corresponding degree 
of cerebral destruction. The experiments were all 
performed on dogs after union of the sutures of the 
skull so that enlargement of the head could not 
occur. In animals operated upon at birth or soon 
thereafter the characteristic hydrocephalic enlarge- 
ment of the head will necessarily be an outstanding 
feature which cannot be duplicated when the animal 
is older. 

From this series of experiments there is absolute 
evidence that: (1) cerebrospinal fluid forms in the 
cerebral ventricles; (2) the absorption of fluid in the 
ventricles is at least less than the production; (3) 
the aqueduct of Sylvius is a necessary outlet from 
the third and both lateral ventricles; and (4) there 
are no collateral channels which assume the function 
of the iter when it is occluded. 

The conclusions drawn from the experiments re- 
ported are: 

1. Hydrocephalus has been produced by placing 
an obstruction in the aqueduct of Sylvius. Dila- 
tion of the third and both lateral ventricles re- 
sults. 

2. One foramen of Monro was occluded; this 
was followed by a unilateral hydrocephalus. 

3. If the choroid plexus of one lateral ventricle 
is completely removed at the time the foramen of 
Monro is occluded, dilation does not occur and the 
entire lateral ventricle collapses. 

4. This is the only absolute proof that the cere- 
brospinal fluid is formed from the choroid plexus. 
At the same time it proves that the ependyma does 
not secrete cerebrospinal fluid. 

5. If the choroid plexus of both lateral ventricles 
is removed and an obstruction is placed in the aque- 
duct of Sylvius, hydrocephalus still results in the 
third and both lateral ventricles, but at a reduced 
rate. The fluid forms from the choroid plexus of 
the third ventricle but cannot escape into the sub- 
arachnoid space. 

6. Cerebrospinal fluid forms in all the cerebral 
ventricles and is absorbed almost entirely in the 
subarachnoid space. The sole communication 
between the ventricular system and the subarach- 
noid space is through the foramina of Luschka and 
the median foramen of Magendie. 

7. The phenolsulphonephthalein test will prove 
conclusively whether the foramina of Luschka and 
Magendie are open or closed. Closure of these 
foramina invariably causes hydrocephalus. 

8. Hydrocephalus follows ligation of the vena 
magna Galeni if the ligature is placed at the origin of 
this vein. Ligatures beyond or in the sinus rectus 
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have no effect because there is sufficient ccllateral 
venous circulation. 

9. The communicating type of hydrocephalus 
has been produced in dogs by a perimesencephalic 
band of gauze saturated in an irritant which induces 
adhesions. This obstruction prevents cerebro- 
spinal fluid from reaching the cerebral subarachnoid 
space where most of the cerebrospinal fluid is ab- 
sorbed. ‘The resultant diminished absorption of 
fluid results from hydrocephalus. 

10. Hydrocephalus follows ligation of the great 
vein of Galen because of an overproduction of cere- 
brospinal fluid. In other types of hydrocephalus, 
both obstructive and communicating, the accumu- 
lation of fluid is due to a diminished absorption of 
cerebrospinal fluid. G. E. Bery. 


Weed, L. H., and Wegeforth, P.: Experimental 
Irrigation of the Subarachnoid Space. J. 
Pharmacol. & Exper. Therap., 1919, xiii, 317. 


The extremely high mortality attending pyogenic 
infections of the meninges by organisms other than 
the diplococcus intracellularis and the prospects 
of a marked incidence of meningitis among the cas- 
ualties of war, suggested that investigations be 
directed toward the treatment of such infections. 

In addition to the extreme virulence of these pyo- 
genic organisms within the meninges of man the 
difficulties in the treatment of meningitis have been 
due to the lack of specific sera and the technical 
obstacles to be overcome in reaching the organs in- 
volved. So far, therapeutic measures have been 
applied along two main lines. The first of these is 
credited to Leonard Hill who wrote: “Finally it 
is suggested that in such a pathologic condition as 
meningitis, irrigation of the meninges might be em- 
ployed. The operation could be as easily and safely 
carried out as that of irrigation of the peritoneum.” 
The other therapeutic procedure, advocated by 
Franca, Wolff, and others, involves freeing the canal 
of as much pus as possible by lavage, followed hy 
injections of bactericidal chemicals into the sub- 
arachnoid space. As yet neither of these methods 
has been attended by great success, but until more 
specific therapy is available, it appears that treat- 
ment must depend upon the improvement and 
modification of these general measures. 

The animals used in the experiments reported 
were adult cats. These were anesthetized with 
ether, either by the intratracheal method or. by cone, 
and the usual precautions were taken to prevent 
operative infection. In the earlier experiments the 
irrigation was limited to the spinal canal. For this, 
the first puncture needle was inserted into the sub- 
arachnoid space through the occipito-atlantoid 
ligament, and the second in the lumbar region, 
either through the lumbosacral ligament or between 
the fourth and fifth lumbar vertebra. Between the 
needles it was possible to pass fluid through the 
spinal subarachnoid space in either direction, though 
as a rule the descending route (from cervical to 
lumbar) was selected. Later, in order to include 
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the cerebral meninges in the irrigation, needles were 
introduced into the subarachnoid space in the vertex 
area; from there the flow could be conducted either 
to a needle inserted through the occipito-atlantoid 
ligament (resulting in a cerebral irrigation) or to a 
lumbar needle (washing out the entire subarachnoid 
space). 

The conclusions based upon the results of these 
experiments were as follows: 

1. Irrigations of the spinal and cerebral sub- 
arachnoid spaces are well tolerated by cats if the 
irrigating fluid is composed of sodium chloride, 
potassium chloride, and calcium chloride in proper 
proportions (modified Ringer’s solution). If, how- 
ever, the irrigation is done with isotonic solutions of 
sodium chloride alone, various toxic effects become 
apparent. Many of these animals die during or 
immediately after the irrigation. If this immediate 
toxicity is survived, convulsive seizures and acute 
mania are almost invariable. Recovery from such 
attacks is frequent. 

2. Single irrigation of infected meningeal spaces 
with modified Ringer's solution prolonged the life 
of the animals as compared with controls. The 
period of survival in many cases was doubled as a 
result of this washing-out of the infected meninges. 

G. E. Bersy. 


Slye, M., Holmes, H. F., and Wells, H. G.: Primary 
Spontaneous Tumors of the Testicle and Sem- 
inal Vesicle in Mice and Other Animals. XII. 
Studies in the Incidence and Inheritability of 
Spontaneous Tumors in Mice. J. Cancer Re- 
search, 1919, iv, 207. 

Tumors of the testicle would seem to be uncom- 
mon in mice for it has been difficult to find even a 
single case reported in the literature although they 
have been described in other species of lower animals. 
Thus, among 103 primary tumors observed by 
McCoy among 100,000 rats killed in plague work, 
there was only one described as an “‘angiosarcoma”’ 
of the testicle and no further detail was given. 

Carcinomata of the testicles, which are common 
in horses and dogs, form sometimes soft and some- 
times hard tumors in which not rarely single por- 
tions are differently formed. Through mucoid and 
colloid degeneration of the cell-nests, cysts with 
gelatinous contents may result. 

Infiltration along the spermatic cord and lymph- 
node metastases are observed frequently. Horses 
especially appear to develop testicular tumors, par- 
ticularly if we consider the relatively small number 
of old animals that have not been castrated. In 
Japan where this operation is performed less 
often than in Europe, equine testicular tumors are 
most abundant. Thus Kimura records the finding 
of 49 such growths among 142 tumors observed in 
77,224 horses that were slaughtered. This may be 
compared with the figures in the census statistics 
on the mortality from cancer in the registration 
area of the United States which show that of 
52,420 cases of malignant tumor only 121 were 
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recorded as arising in the testicles (2.3 per thou- 
sand). As 21,282 of the cancer cases were those of 
males, the portion of testicle tumors is 5.8 per 
thousand of all tumors in males. Kimura studied in 
detail 12 specimens of equine “‘orchidoblastomata” 
varying in weight up to 7,500 grams. All were 
unilateral and in at least 5 cases there were metas- 
tases in the spermatic cord and the inguinal and 
lumbar lymph-nodes. 

The authors summarize their work as follows: 

Among 109,000 mice which died natural deaths 
and about one-half of which were males, there were 
28 primary tumors of the testicle. Most of these 
resembled in all essential features the tumors that 
arise in the testicle of man and other animals, con- 
sisting of cells very similar to the epithelium of the 
seminiferous tubules arranged in an alveolar struc- 
ture. Despite great vascularity and a markedly 
atypical structure, no remote metastasis was ob- 
served, although in one case a series of six con- 
tiguous independent nodules was formed, and one 
had bilateral testicular tumors. Two of the growths, 
one of which arose at the site of a wound, seemed to 
be true spindle-cell sarcomata. Three of the typical 
“‘orchidoblastomata” also followed trauma. No 
evidence could be obtained that any of these tumors 
had arisen in a teratomatous growth and no cases 
of teratoma were observed. 

One case of polymorphous-cell sarcoma of the 
seminal vesicles of a mouse is described, apparently 
the second case of a tumor of this organ in a lower 
animal that has been reported. 

Two cases of primary spontaneous tumor of the 
testicle in dogs are also described. 

With the exception of one sarcoma, all of the 28 
neoplasms of the mouse testis occurred in the mem- 
bers of a single strain of mice and its hybrid de- 
rivatives, thus substantiating the statement that 
heredity influences the incidence of tumor develop- 
ment in different organs or tissues. This fact prob- 
ably explains also the lack of any recorded cases of 
tumor of the testis in mice from other laboratories. 

G. E. Betsy. 


Hinman, F.: Experimental Hydronephrosis — 
Repair Following Ureterocystoneostomy. in 
White Rats with Complete Ureteral Obstruc- 
tion. J. Urol., 19109, iii, 147. 


White rats are particularly adaptable to experi- 
mental work on hydronephrosis. Hydro-uretero- 
cystoneostomy may be done successfully on these 
animals and permits the study of the anatomical and 
functional repair following the removal of a complete 
ureteral obstruction. 

The anatomical changes that follow complete 
ureteral obstruction are characterized by intra- and 
extrapelvic dilatation with an associated pressure- 
atrophy of the parenchyma. Tubular changes are 
characterized by dilatation, collapse, and atrophy, 
which, given in the order of severity, involve first 
the lateral, then the polar, and finally the median 
sagittal portions. 
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The collecting tubules show the earliest and most 
marked dilatation, while the convoluted tubules 
dilate least, but undergo collapse and atrophy the 
earliest. The glomeruli are surprisingly resistant 
to the compression. Intravitam stain demonstrates 
functional insufficiency of the lateral portions of the 
kidney as early as seven days, and this is quite 
noticeable in two weeks. In hydronephrosis which 
has continued for forty-five days or longer intravitam 
staining is not possible. 

Infection hastens hydronephrotic atrophy. The 
effect of relieving the back pressure in hydronephrosis 
which has continued from twenty-one to sixty days 
is a decrease in size with preservation of the shape 
of the kidney and the grouping of all tubular rem- 
nants in one relatively large median sagittal lobule. 
The tubular and glomerular elements show definite 
hypertrophic changes. In hydronephrosis which has 
continued for ninety-five days or longer no such 
central lobule is observed. The central lobule 
developed after relief of obstruction in hydronephro- 
sis which has continued up to sixty days shows many 
hypertrophic convoluted tubules which stain in- 
tensely by the intravitam method. Max Kaan. 


Stewart, G. N., and Rogoff, J. M.: The Action of 
Drugs on the Output of Epinephrin from the 
Adrenals. II. Concentrated Salt Solutions 
(Sodium Carbonate) Injected into the Circu- 
lation. J. Pharmacol. & Exper. Therap., 1919, xiii, 
167. 

The authors’ attention was accidentally drawn 
to the action upon the epinephrin output of small 
quantities of concentrated salt solutions introduced 
directly inte the circulation of cats. Sodium carbon- 
ate solution (half to three-quarters saturated) was 
used in the tube connecting the carotid with the 
mercurial manometer. Determinations were being 
made of the epinephrin output under conditions in 
which a considerable fall of blood pressure was apt 
to occur some time after the collection of the speci- 
mens of the adrenal blood on which the normal or 
initial epinephrin output was estimated. As in occa- 
sional experiments the authors were puzzled to find 
that one or more of the subsequent adrenal specimens 
had epinephrin concentrations so much out of line 
with the usual rule that the concentration is inversely 
proportional to the blood flow, it was necessary 
to assume that the rate of epinephrin liberation had 
undergone an abrupt and decided change. ‘| his had 
not occurred in a long series of experiments made 
under other conditions in which blood-pressure 
tracings were not necessary. On looking into the 
matter it was observed that when anomalous be- 
havior of the epinephrin output occurred the fall of 
blood pressure was speedily followed by an abrupt 
rise associated with evidence of excitation of the 
central motor mechanisms (increased reflex excita- 
bility and convulsions and changes in the respira- 
tion). It is known that the intravenous injection 
of concentrated salt solutions lead to such symptoms. 
Therefore it seemed fairly clear that sma!) quantities 
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of the carbonate solution pa.sing back from the 
manometer connection into the artery must have 
been responsible not only for the motor and vaso- 
motor excitation, but also for the changes in the 
epinephrin output, presumably through an action 
on the central nervous mechanism which governs it. 

While it is not possible from this experiment ,to 
determine whether an increased liberation of epine- 
phrin from the one adrenal remaining took any 
sensible share in the great rise of blood pressure, it 
was shown clearly by injecting carbonate after re- 
moval of the second adrenal that a good rise of pres- 
sure was obtained in the absence of epinephrin 
liberation. Naturally the absolute amount of the 
rise was less than after the previous injection as the 
condition of the animal, of course, had deteriorated. 
Experiments on strychnine indicate that even the 
greater and much more sustained increase in epine- 
phrin output produced by that drug can play but a 
minor réle in the increase of arterial pressure. 

The authors summarize their conclusions as 
follows: 

1. Intravascular injection of small volumes of 
concentrated salt solutions (sodium carbonate) 
causes a temporary increase in the rate of liberation 
of epinephrin from the adrenals. i 

2. This increase is presumably due to stimulation 
of the nervous mechanism which governs the epine- 
phrin output since it is accompanied by symptoms of 
a general excitaticn of the bulbospinal centers and 
is not obtained, or obtained only in a minor degree, 
when even larger quantities of the carbonate are 
injected in more dilute form. 

3. In experiments upon the epinephrin output 
it is not advisable to use concentrated solutions of 
of salts in tubes connecting an artery with a mer- 
curial manometer. G. E. Betsy. 


Stewart, G. N., and Rogoff, J. M.: The Action of 
Drugs on the Output of Epinephrin from the 
Adrenals. III. Nicotine. J. Pharmacol. & Exper. 
Therap., 1919, xiii, 183. 

Of the few statements in the literature as to the 
action of nicotine upon the output of epinephrin, 
none, so far as the authors are aware, contains any 
quantitative data. Nor are any of them based upon 
a method capable of yielding direct and unequivocal 
qualitative evidence. The best investigation was 
that of Dale and Laidlaw but in this it was observed 
merely that certain reactions which are elicited by 
nicotine on the non-pregnant uterus of the cat and 
in the eye after removal of the superior cervical 
ganglion are modified when the experiment is made 
under such conditions that epinephrin can no 
longer reach these structures from the adrenals. The 
difference is explained by the hypothesis that the 
nicotine action is due in part to a stimulation of the 
adrenals resulting in an increased liberation of 
epinephrin. 

The authors believe that, as has been set forth in 
another paper on the action of strychnine upon the 
epinephrin output, indirect evidence of this kind 
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is valuable when it corroborates the results of more 
direct methods, but that, standing alone, it must be 
interpreted with great care. For example, it would 
not be possible in these experiments to know whether 
as a consequence of the action of the drug on the 
circulation a larger amount of epinephrin per minute 
or a greater concentration of it might not be sup- 
plied to the uterus or the eye without any previous 
change whatever in the rate of discharge. It is 
scarcely necessary to add that even if such obser- 
vations indicate a stimulating effect of nicotine 
upon the epinephrin output, they do not afford the - 
means of measuring the amount of increase. 

These remarks are not intended as a criticism of 
such interesting and suggestive experiments, but 
merely to point out the limitations of such indirect 
methods. 

The writers summarize 
follows: 

1. The predominant and by far the most durable 
action of nicotine upon the epinephrin output, 
whether it is administered intravenously or hypoder- 
mically, is a depressant or paralyzing action. The 
maximum diminution of the epinephrin output is 
reached rather rapidly and is followed by more 
gradual recovery which, when the dose is not too 
large, proceeds until approximately the original 
output is attained. At the time of maximum de- 
pression no epinephrin at all may be detected in the 
blood of the adrenal vein by the test objects chiefly 
employed (rabbit intestine and uterus segments). 

2. The depressant action is preceded by a trans- 
ient stage of excitation which in the experiments 
reported lasted as a rule not longer than from half 
a minute or less to a minute. In this state the rate 
of epinephrin output is markedly increased (from two 
or three to ten or fifteen times the original output 
or even more, under the experimental conditions 
reported). 

3. The latent period of the transient excitation 
with intravenous injection of the drug is very 
short. In some of the experiments there was evi- 
dence that it could not have exceeded a few seconds. 

4. The brief stage of excitation passes rather 
abruptly into the much more lasting stage of depres- 
sion. The maximum increase in the rate of epine- 
phrin output is followed at a relatively short interval 
by the maximum depression of the rate. After the 
latter, gradual recovery begins. 

5. The changes in the rate of epinephrin output 
are roughly parallel to the changes in the blood pres- 
sure caused by nicotine. This fact indicates that 
when the sympathetic ganglion cells on the efferent 
vasomotor path are being stimulated or depressed, 
a corresponding stimulation or depression is being 
exerted on the efferent adrenal secretory path. 

6. It may be pointed out that the effect of nico- 
tine upon the epinephrin output is, generally speak- 
ing, the converse of the effect of strychnine. The 
predominant action of strychnine is a marked and 
long-lasting augmentation of the epinephrin output. 
There are indications that the strychnine stimula- 
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tion of the output may be preceded by a brief de- 
pression. The nicotine action develops more 
suddenly than that of strychnine, as might be 
expected from the fact that the point of attack of 
nicotine is the efferent path while that of strychnine 
is the central mechanism. 

7. The transient augmentation of the epinephrin 
output by nicotine may be-associated with an in- 
crease in the concentration of epinephrin in the 
blood of the adrenal vein much beyond the maximum 
observed with the lowest blood flows in animals 
simply anesthetized (with ether, morphine, or 
urethane), The strychnine augmentation of the 
output has not been found to be associated with any 
increase in the normal maximum concentration 
(something like 1: 500,000 in the serum of adrenal 
blood assayed witb rabbit segments). 

8. Confirmatory evidence of the conclusions 
deducted from assays of the adrenal blood on rabbit 
intestine and uterus segments has been obtained by 
a method of auto-assay (the collection of adrenal 
blood for a given time in a cava pocket and the 
study of the blood pressure reactions elicited when 
the blood is released from the pocket into the circu- 
lation) and by other methods. 

9. In the one experiment the epinephrin store of 
the adrenals was not found to be altered by nicotine. 

G. E. Brersy. 


ROENTGENOLOGY AND RADIUM THERAPY 


Bastos Ansart and Aspeitia Esteban: Roentgenog- 
raphy of Bone Atrophy and Its Diagnostic and 
Prognostic Significance (La radiograffa de las 
atrofias éseas y su significaci6n diagnéstica y pro- 
néstica). Med. Ibera, 1919, Namero extraordinario, 
1 Cong. nac. de med. y cirug., 112. 


In some affections of the bones and joints the 
presence, appearance, and course, or the absence 
of bone atrophy constitutes a diagnostic and prog- 
nostic sign of the greatest importance. 

On the basis of the appearance, form, and char- 
acter of this atrophy the authors believe two types 
may be distinguished: one, in which the rarefaction 
affects the body of the bone or articulation uni- 
formly. and the other, in which the lack of opacity 
appears to be unequal, irregular, and in patches. 
In many affections, however, these types are not 
well marked. 

In the roentgenogram tuberculosis of the joint is 
revealed from its very beginning by a greater or 
less degree of bone atrophy, usually of the diffuse 
type. The presence of this atrophy is so constant 
that its absence suffices to exclude the diagnosis 
of joint tuberculosis. 

Tuberculosis of the body of the bone also gives 
rise to atrophy but less constantly and not so early. 
When a synovial membrane is affected by the 
tuberculous process, however, even though it be 
at a distance, the atrophy will appear wide spread 
through all the bones that form the joint. 

During long periods of tuberculous osteo-arthritis 
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atrophy may be the only disturbance demonstrable 
by roentgenography. In the further evolution of 
the disease there may be added to the atrophy the 
roentgenographic signs of various bone lesions. 
In such case, the atrophy changes its diagnostic 
import to a prognostic import in the sense that 
when it persists or increases along with the focal 
lesions the prognosis remains grave, but if it recedes 
in spite of these lesions, the prognosis may be con- 
sidered favorable. 

The disappearance of the atrophy is the first 
roentgenographic sign of the cure of the process. 
As long as atrophy can be demonstrated in the 
affected articulation by comparison with the nor- 
mal side, tuberculous osteo-arthritis cannot be con- 
sidered cured even though clinically it appears to be 
cured. 

In some forms of articular tuberculosis, particu- 
larly those that are severe, the rapidly progressive 
atrophy is revealed by an intense trabecular resorp- 
tion respecting apparently certain bundles of 
transverse trabeculae which appear in the roent- 
genogram as parallel rays. In the authors’ opinion 
therefore, the presence of these rays should be 
interpreted as indicating a poor prognosis. 

The treatment of articular tuberculosis by im- 
mobilization and drainage exaggerates the atrophy, 
adding the effects of the inactivity to those of the 
tuberculous process itself, but this is so variable and 
inconstant that it does not require consideration 
when the diagnosis or prognosis is made on the 
basis of the atrophy demonstrable by roentgenog- 
raphy. 

Although it may not give rise to appreciable 
lesions, traumatism of the joints is always ac- 
companied by atrophy of bone, generally of the 
irregular and patchy type. This atrophy sometimes 
lasts a long time and appears to be the only cause 
of the state of post-traumatic arthropathy which 
usually is presented in these cases. Its differential 
diagnosis from other atrophic processes can be 
made best from the clinical development. 

Osteomyelitis does not produce atrophy while 
its foci are not limited, but when soft parts or a 
joint are invaded atrophy, which is usually of the 
irregular type, sets in. Syphilitic osteo-arthro- 
pathies do not cause atrophy, but gonorrhceal 
arthritis gives rise early to very diffuse atrophy. 
Malignant tumors of the bones are accompanied 
early by an intense atrophy beneath the growth. 

M. M. Marraies. 


Barker, W. C.: Roentgen-Ray Therapy in Hyper- 
thyroidism. Hahneman. Monthly, 19109, liv, 502. 


A short introductory description of the physiology 
of the thyroid gland, symptoms of various forms of 
hyperthyroidism, and interrelationship of the various 
endocrine glands prefaces the article on therapy 
proper. As contra-indications to the use of the 
roentgen ray are mentioned simple enlargements 
of the thyroid without hyperthyroidism, mild types 
occurring in young people, temporary forms follow- 
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ing acute infections, and very acute cases in which 
the patient is prostrated to the verge of collapse. 
In the last, however, it may be used advantageously 
after a preliminary period of rest, diet, and medical 
treatment. 

Regarding the technique used, the author divides 
the neck region into four areas for crossfire purposes, 
including the location of the thymus. He uses-a 
very penetrating ray, backing up not less than a 
9%-inch spark produced by a Coolidge tube, and 
gives not more than an epilation dose filtered 
through 3 millimeters of aluminum. The treatment 
is repeated every four weeks until the patient feels 
better, when the intervals are lengthened. Ameliora- 
tion of the tachycardia is one of the best indicators 
for regulating the treatments. In conclusion, the 
important facts are restated as follows: 

To determine the areas to be treated, a fluoros- 
copic examination should be made. 

It is necessary to include the thymus, not only 
when a hyperplasia is demonstrated, but also when 
the Crotti syndrome is present. 

Use the Coolidge-tube technique, giving the full 
dosage and high penetration to inhibit cell function. 

As the patient improves, lengthen the intervals 
and thereby prevent hypothyroidism. 

Always keep in mind that the reduction of the 
size of the thyroid for cosmetic purposes, for relief 
from pressure, or for removal of tumors, whether 
benign or malignant, is a problem for the surgeon, 
and should never be attempted by roentgen therapy. 

The use of the roentgen ray in the treatment of 
the thyroid is only to inhibit cell action in hyper- 
thyroidism. It will here take the place of surgery, 
with results which are as good and without the scar 
and danger attending an operation. 

ApotpH HARTUNG. 


Aimé, P., and Solomon, J.: The Radiological Diag- 
nosis of Transdiaphragmatic Hernia of the 


Stomach Resulting from War Wounds. Am. J.., 


Roentgenol., 1919, vi, 376. 


The advent of the war with its large number of 
injuries to the diaphragm and the extensive use of 
radiological examinations in gastro-intestinal dis- 
turbances has led to a comparatively frequent dis- 
covery of transdiaphragmatic herniz of the stomach, 
a condition which was formerly considered to be rare. 
Most of the cases heretofore reported were found at 
autopsy. 

An autopsy record, cited in detail, shows, first, that 
wounds of the diaphragm do not have any tendency 
toward spontaneous healing; second, that the usual 
clinical methods of investigation are not capable of 
revealing a diaphragmatic hernia definitely; and 
third, that it is of the utmost importance, if the 
patient’s condition permits, always to employ the 
radiological examination in every case of a wound of 
the thorax accompanied by digestive disturbances. 
Unfortunately immediate surgical intervention is 
sometimes necessary as was the case in several in- 
stances recorded. 
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In the authors’ three cases of transdiaphragmatic 
hernia of traumatic origin, which are minutely des- 
cribed, the radiologic examination furnished the real 
evidence of the condition. In all there were indefin- 
ite dyspeptic symptoms and the examinations reveal- 
ed part of the stomach above the diaphragm with a 
constricted portion where it passed through. 

These traumatic hernie do not tend to reduce 
themselves spontaneously but form adhesions, dif- 
fering in this respect from herniz of congenital origin. 
A case of the latter type is described in which part of 
the stomach was seen extending through a hernial 
opening in the diaphragm. Subsequently this 
hernia reduced itself spontaneously but later formed 
again. Another case is mentioned in which the 
stomach occupied an unusually high position, due 
probably to an anomalous congenital formation of 
the diaphragm. ApoLtpH HartTunc. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Compensation for Both Injuries and Malpractice. 
Smith vs. Battjes Fuel & Building Material Co. et al. 
(Mich.), 169 N. W. R., p. 943. 


This case was a matter in which the plaintiff 
was injured by having his arm broken when in the 
employ of the defendant Company. While receiving 
compensation from the State Accident Fund Smith 
sued the attending physician for-alleged malprac- 
tice*in connection with this injury and received 
$2,000.00 in settlement thereof. 

The present case is predicated upon a petition 
by the defendant Company for an order to cease 
further payments under this compensation because 
of the money received from the alleged malpractice 
claim. The declaration of the suit against the 
doctor alleges that the plaintiff’s condition was the 
result of malpractice on the part of the physician 
and not the result of the original injury. 

The Industrial Accident Board found that 
Smith’s condition, which was one of total disability, 
was due to the original accident and not to any mal- 
practice; that his receipt of money from the physician 
did not constitute an election within the meaning 
of the Workmen’s Compensation Act; and that the 
allegations in his declaration in his suit against 
the physician were not binding upon him but 
might be taken as evidence only. 

The Board does not think that the fact that 
Smith started suit against the physician precluded 
him from asserting his rights under the Compensation 
Act. The Reviewing Court holds that the opinion 
of the Board is correct and that the State Accident 
Fund should not have credit for the $2,000.00 
which was received by Smith from the physician in 
addition to the amount due from it to him under 
the terms of the statute. The Michigan Law makes 
no provision for. such reduction of claim. The 
Court stated that the application is a matter, not 
for judicial interpretation, but for legislative action. 

J. A. CASTAGNINO. 
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Contract for Future Treatment—Patient’s Inabili- 
ty to Receive Treatment. Med. Rec., 1919, xcvi, 
23. 

A patient had contracted with a physician for 
treatment to be administered to him by the physician 
at the latter’s office for a period of one month from 
a specified date, the treatments to be paid for in 
advance. The patient became too ill to attend 
the physician’s office to receive the treatments 
and brought action to recover the moneys paid 
the physician. 

There was no evidence in the case that this sum 
was paid to the physician as a retainer and 
the service to be rendered and received depended 
upon the ability of the patient to receive and the 
attending physician to perform. Therefore the 
rule that in the event of illness to either party 
which prevents him from performing his portion 
of the contract the money paid should be returned 
is equally applicable to both parties to the contract. 
Had the physician become ill instead of the patient 
and rendered unable to give the services contracted 
and paid for, he would doubtless be required to pay 
back the consideration for the services. 

The Court applied the rule and quoted from the 
case of Fisher vs. Monroe, 12 N. Y. S., p. 273. 

“The obligation of the party who was to receive 
the services to pay is conditional upon the obligation 
of the party who was to render the services to perform 
and vice versa. If the contract of employment 
is to continue operative and binding those inter- 
dependent obligations must continue to exist, 
and if one party is excused from the performance 
of his obligation, the obligations of the other party 
must likewise come to anend.”’ J. A. CasTaGNrNo. 


Evidence in Action for Services Opposed by Claim 
of Malpractice. McCoy vs. Gage (Calif.), 177 Pac. 
R., p. 296. 


In asuit by a physician for pay for professional 
services a defense was interposed of unskillful 
treatment in an attempt to defeat the action by the 
doctor and to recover damages. 

The testimony as brought out at the trial showed 
that the plaintiff had been called to attend the 
defendant who was suffering from a fracture of the 
neck of the femur. At a first visit by the plaintiff 
the fracture was reduced and a splint applied to the 
limb. A trained nurse was called to assist in the 
case and the plaintiff continued his treatment for 
several months during which time he made eighty- 
five visits. In addition to treating the defendant 
for the broken limb, he was called to prescribe also 
for pneumonia and rheumatism. 

From all the testimony, even that produced by the 
defendant, it appeared that so far as the fracture 
was concerned, the results obtained were better than 
the average. A medical witness, after having 
testified under direct examination in response to a 
hypothetical question detailing the services, stated 
his opinion as to their value. On cross examination 
he was asked whether his opinion would be altered 
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as to the value of the services when the question 
assumed other matters not shown by the evidence. 
Objection to this question was sustained: ‘The 
Reviewing Court held that this was not an error. 

The same witness was asked on cross examination 
if in cases of this character it was not customary to 
take a roentgenogram. The objection to this ques- 
tion was also sustained, the Reviewing Court hold- 
ing that it could not see how any prejudice resulted 
to the defendant by reason thereto because it was 
stated that the taking of the roentgenogram would 
be valuable for the purpose of diagnosis only and 
that it seemed very clear from the evidence that the 
diagnosis made by the plaintiff in the first instance 
with its aid was correct. In addition to this the 
value of the roentgenogram was gone into quite 
thoroughly in the case by other witnesses. The 
defendant was allowed to cross-examine this witness 
on all matters contained in the direct examination 
and it was discretionary with the Court to refuse to 
allow the witness to be cross-examined and led intoa 
discussion outlining a course of treatment not 
included in the facts. 

The defendant also alleged error in the sustaining 
of objections to questions asked the trained 
nurse who attended the defendant under plain- 
tiff’s direction. The Court does not believe that the 
testimony of a trained nurse is proper or competent 
evidence to show whether the treat ment administered 
by the plaintiff was either proper or improper. 
As to what the witness has seen other physicians 
do in like cases and what she considers good or 
unskillful treatment is not the proper way to either 
prove or disprove malpractice. 

The last-mentioned point is not a new one for it 
has been decided by practically every court in the 
United States that the only proper way to prove 
malpractice is by the testimony of skilled practi- 
tioners. J. A. CASTAGNINO. 


Payment for Hospital Service. Elliot Hospital vs. 
Turcotte, New Hampshire Supreme Court. 105 
Allantic, p. 361. 


In the case reported of the Elliot Hospital vs. 
Turcotte, the Reviewing Court had under consider- 
ation an action by the hospital against a former 
patient for services. It seems that the defendant 
was injured while in the employ of a Company 
and was taken to this hospital by the doctor who 
rendered first aid. The officers of the hospital did 
not know that the defendant was brought to the 
hospital by F. & Son and the account was therefore 
opened in the name of the defendant. When on 
his discharge from the hospital the defendant was 
asked by the plaintiff who was to pay the account 
he replied, “‘F. & Son,” and a memorandum to this 
effect was entered on the ledger account. No demand 
was made upon the defendant for this account 
until after his claim against F. & Son had been 
settled, when suit was brought against him. 

The defense was predicated on the theory that 
the hospital had no claim against the injured 
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man. The Trial Court entered judgment for the 
plaintiff, its action being based upon a breach of 
the defendant’s promise to pay. To authorize a 
verdict against the defendant this promise must 
be found as a fact. The promise may be either an 
expressed promise or drawn from attending facts 
and circumstances from which a mutual under- 
standing would arise that payment was to be made. 
Again, the circumstances may be such that it would 
be inequitable to permit the defendant to deny the 
promise. 

There was no evidence of an expressed promise 
to pay. Neither did it appear that the service was 
to be gratuitous. The fact that the defendant 
understood that the hospital was to be paid by 
F. & Son is not consistent with a promise on his 
part to pay if they did not. If the defendant 
accepted the service with the understanding that 
in no event was he liable therefore, his concealment 
of such understanding from the plaintiff was evi- 
dence upon which the Company found that he 
was estopped to deny his promise to pay. Under 
the circumstances this would ordinarily be inferred 
from his acceptance without any objection of valua- 
ble services rendered with the expectation of pay- 
ment. 

Whether the defendant promised to pay or was 
estopped to deny such promise and whether the 
plaintiff was estopped now to assert such promise, 
were held questions of fact to be found from the 
evidence and the verdict would be found as these 
facts should be determined. J. A. CASTAGNINO. 


MILITARY SURGERY 


Lockwood, C. D.: A Review of Five Hundred Opera- 
tions for Battle Casualties. California Stale J. 
Med., 1919, xvii, 182. 


Non-penetrating wounds of the chest may cause 
hemothorax, infarction, etc. Lung infection .is 
rare. Insevere injuries the lung collapses. Closure 
of a sacking wound with pneumothorax gives in- 
stant relief. 

In regard to injuries of the main blood vessels the 
following conclusions are drawn: 

1. In most instances suturing is inadvisable. 
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2. In cases of blood-vessel injury associated with 
extensive injury to bone, it is best to amputate. 

3. In operating, a temporary ligature should be 
applied above the injury. 

In the case of joint injuries war surgery has shown 
that the synovial membranes are very resistant to 
infection. Joints may be opened and closed if 
ordinary methods of obtaining asepsis are employed. 
Most infections are due to the pressure of drainage 
tubes and the irritation of antiseptic irrigations. 

The 500 cases reported included 162 fractures, 
most of which involved the long bones. The 
deaths of men so injured were due to gangrene and 
shock. In all cases of fracture the treatment con- 
sisted of the application of extension by means of 
various modifications of the Thomas splint. 

Twenty-nine amputations were done. Experience 
has shown that in many instances the treatment 
was too conservative. The best results were ob- 
tained from guillotine operations or the use of 
reflected flaps with wide stumps. In amputations 
of the legs the best stumps are obtained at the 
juncture of the middle and upper third. ‘The author 
believes that it is better to amputate above the knee 
rather than less than 2 inches below it. 

In cases of head injuries the mortality early in 
the war was6opercent. During the last few months 
this was reduced to 20 per cent as a result of stand- 
ardization of the technique of treatment and the 
application of the principles of débridement. 
All manipulations were done with instruments. 
When the dura was injured foreign bodies and 
lacerated tissues were removed by irrigation with 
hot saline solution and suction with a soft rubber 
catheter. If possible, the dura was then closed. 

Shock occurred very frequently. In the prognosis 
the blood pressure is of great importance. The 
critical level is 80 millimeters of mercury. In 
such cases there were often 2,500,000 more corpus- 
cles per cubic centimeter in the blood in the capil- 
laries than in that in the veins, a fact which indicated 
that the blood was stagnated in the former. An 
important factor in producing shock is exposure to 
cold. The most effective method of increasing the 
blood pressure is the transfusion of citrated blood. 

H. J. VAN DEN BERG. 











GYNECOLOGY 


UTERUS 


Strong, L.W.: The Physiology and Pathology of the 
Endometrium. Am. J. Obst., 1919, |xxx, 139. 


The specific function of the uterine mucosa is to 
prepare for the nidation of the ovum and this func- 
tion is exercised periodically. The physiological 
secretions of the uterine glands must have a rela- 
tion to nidation or to menstruation. 

Frankl and Aschner and Halban Frankl state that 
they have demonstrated a tryptic ferment in the 
secreting stage of the mucosa but it does not appear 
from the descriptions that this work was carried 
on under bacteria-free conditions. The author has 
extracted and digested nine specimens of mucosa 
in the secreting stage in the same way, but although 
tyrosin crystals were sometimes demonstrable, this 
does not appear to be sufficient proof of the pres- 
ence of trypsin. Frankl explains the desquamation 
of the mucosa during menstruation as the result 
of autolysis due to the tryptic ferment. He states 
also that the incoagulability of the menstrual blood 
is due to this ferment. Why the tryptic ferment 
does not act during pregnancy is not explained by 
Frankl’s theory. 

It has been held generally that the corpus luteum 
controls the early stages of pregnancy and its 
removal during the first month would inevitably 
result in abortion. That this is not necessarily true 
has been proved in three cases at the Woman’s 
Hospital where the removal of a corpus luteum 
verum during the second month did not interrupt 
the pregnancy. 

The relationship between the sexual gland 
hormones and the other accessory glands of internal 
secretion are too complex for any simple explana- 
tion of the menstrual function. 

One of the most significant observations made 
in recent years on the physiology of the endome- 
trium is that of Schroeder and others who state 
that at menstruation there is normally a complete 
destruction of the functional layer, 

The significance of the finding lies in the bearing 
it has upon pathologic processes occurring in the 
mucosa. If there is complete destruction down to 
the basal layer every twenty-eight days, it is plain 
that the mucosa can exhibit none of the character- 
istic alterations that denote chronic inflammation. 
Thus it cannot show cicatrization due to fibroblastic 
deposition of connective-tissue fibrils and elastic 
fibrils. 

The mucosa continually seen in patients who have 
been menstruating from one to several days gives 
no evidence of such complete destruction. The 
common finding is a persistence of the functional 
layer in the secretory stage. The superficial epithe- 


lium is often still demonstrable and there is no 
evidence of autolysis. Many mucosas also give 
evidence of fibroblastic change in the stroma and 
slight but demonstrable cicatrization, showing 
that a chronic reaction is possible. 

The signs of inflammation in the mucosa uteri are 
masked in this regard, namely, that exudates of 
leucocytes, round and plasma cells are all to a cer- 
tain extent physiological. In the last days of the 
secretory period there is an outpouring of poly- 
nuclear cells which probably hastens the destruction 
and absorption of the mucosa at menstruation. 
Lymphoid cells are diffusely scattered in the nor- 
mal stroma and form small lymphoid aggregations 
at all stages of the menstrual cycle. 

The physiological data concern the secretions, 
the histological are the cycle changes, and the 
pathological are endometritis and hyperplasia. 

The secretions and cycle changes are definitely 
related to each other, the secretions being the 
product of the mucosal development. There is 
practically no secretion during the proliferative 
phase, and the premenstrual stage may well be 
termed the secretory. Therefore secretory and 
cyclic changes may be considered together with 
reference to pathologic change. 

The general conclusion from examination of 
many curettings obtained at the Woman’s Hos- 
pital in the past six years from all types of conditions 
received indiscriminately is that the uterine mucosa 
is very resistent to pathologic change. 

In no case did the endometritis produce altera- 
tions in the glands or the stroma such as to make the 
cycle phase unrecognizable. There were no altera- 
tions in the number or the size of the glands or their 
outlines which were traceable to the inflammatory 
exudate. The stroma indeed was sometimes fibro- 
blastic, but that also occurs’ without the presence 
of inflammation. 

Out of the total of fifty cases of salpingitis in 
which the uterine mucosa was also available for 
examination, sixteen (about 30 per cent) showed an 
endometritis of greater or less degree. From a 
practical standpoint the conclusion may be drawn 
that the cause of irregularities and hemorrhage is 
much more frequently adnexal disease than endo- 
metritis. Atypical menstruations are to be referred 
to changes in the endocrine system rather than in 
the endometrium. Hyperplasia also has little effect 
upon the histology of the normal menstrual cycle. 

EpWArD L. CoRNELL. 


Schwarz, O. and Kohlbury, C. O.: Chronic Endo- 
metritis. J. Missouri M. Ass., 1919, xvi, 209. 


The authors of this article state that the con- 
dition known as chronic endometritis (the term 


459 








460 


being used in the restricted sense to designate lesions 
of the endometrium which are of true inflammatory 
nature) is quite common. ‘They studied in detail 
305 specimens, 225 of which were obtained by curet- 
tage and 80 by hysterectomy or at necropsy. Of 
these, 70 showed chronic interstitial endometritis. 
In the diagnosis of these cases no particular import- 
ance was placed upon the amount of small-cell infil- 
tration if definite plasma cells were found. 

Usually, however, these cells were present in 
large numbers. When small round cells appear 
alone they are found in considerable quantities, 
penetrate the upper half of the endometrium, and 
are grouped around the glands. A search was made 
also for polynuclear leucocytes. 

The authors divided the specimens into classes 
according to the phase of the menstrual cycle to 
which they belonged. They found 16 in the pre- 
menstrual, 1 in the menstrual, 15 in the post-men- 
strual, and 37 in the interval phase. The glands 
were pathologic in 12 cases (gland hypertrophy, 5; 
gland hyperplasia, 7). In 2 cases there was tuber- 
culosis and in 1 the specimen was a senile endome- 
trium. 

The article includes a discussion of the clinical 
histories and a full account of the method used to 
obtain scrapings free from blood and prepare them 
in the laboratory for study. 

In the authors’ opinion an even larger proportion 
of cases of chronic interstitial endometritis probably 
fail to come to light due to the fact that in hospital 
and dispensary service it is customary to treat 
chronic salpingitis and pelvic cellulitis by palliative 
methods. C. M. GruBer. 


McLorian, M.: Studies on Cases of Uterine Ab- 
normality. Med. J. Australia, 1919, ii, 5. 


McLorian reports two cases of double uterus 
seen by him within a few weeks. The first was that 
of a multipara who had two children. The symp- 
toms and examination suggested an ordinary normal 
retroverted uterus with relaxed vaginal outlet. 
Operation revealed a bicornate structure, each 
uterus possessing its own tube and ovary and 

_ merging below into a common cervix. The whole 
organ lay in the pouch of Douglas and was quite 
movable. No correction of the abnormality was 
attempted, but suspension by intra-abdominal 
shortening of the ligaments was done. 

The second case was that of an unmarried woman 
who had suffered for five years from various “nerv- 
ous” troubles. Menstruation did not begin until she 
was 17, but was regular and painless. The patient 
had become a drug fiend and neurasthenic. She 
looked ill and complained of severe pain in the left 
side which developed gradually and then became 
constant. The abdomen was very tender and an 
irregular swelling could be felt which had its origin 
in the pelvis. The hymen was intact and the uterus, 
which was small and anteflexed, was pushed over 
to the right side. The left fornix was filled with a 
large, irregular mass which was tender to the touch 
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but seemingly separate from the uterus. Operation 
revealed a double uterus. The right was normal 
but the left uterus and tube contained blood and 
the cervical canal was obstructed. The whole 
mass on the left was removed, the right with its 
adnexa being left intact. The patient made a good 
recovery and has been free from all symptoms for 
the four months since the operation. 

In discussing this condition the author bases his 
observations on studies of the comparative anatomy 
of lower animals. An illustration of the distribution 
of the vagus nerve in the Tasmanian devil shows a 
direct branch from the main nerve to the broad 
ligament where a plexus is formed for distribution 
to the tube, the uterus, and the ovary. A direct 
connection between the female generative organs 
and the brain may account for various reflex 
symptoms accompanying generative disorders. 
The author is of the opinion also that a regulating 
region for the functions of the uterus is situated 
probably at the fundus at the orifice of the fallopian 
tube. The article contains six illustrations of 
the generative systems of lower animals. 

L. R. GOLDSMITH. 


Soler Julia: Abdominal Hysteropexy in the Treat- 
ment of Uterine Prolapse (La _histeropexia 
abdominal en el tratamiento de los prolapsos del 
utero). Rev. espan. de cirug., 1919, i, 316. 


Uterine prolapse is dependent upon a change in 
the position of the uterus with regard to the vaginal 
axis. 

In operating upon a case of prolapse of the uterus 
its causes must be corrected. These may be hy- 
pertrophy of the cervix, lack of perineal tone, 
relaxation of the ligaments, etc. 

The uterus must be placed in a position as near 
to normal anteversion as possible so that abdominal 
pressure acts upon its posterior wall. 

In the abdominal hysteropexy in which the 
anterior wall of the uterus is fixed to the parietal 
peritoneum the position is not physiological. 

If the adherence is permanent the prolapse is 
corrected, but experience has shown that sometimes 
the weight of the uterus drags on the peritoneum, 
forming a sort of cord so that it is again placed in 
an unphysiological position and prolapse recurs. 
This may be the case even if vaginal plastics be 
done, though in such instances the prolapse is de- 
ferred. 

Abdominal hysteropexy ought therefore to be 
discarded as a method of treating uterine prolapse. 

Prolapse in young women should be treated by 
extra-abdominal shortening of the round ligaments 
and reconstruction of the vaginal walls and peri- 
neum. If the extra-abdominal shortening of the 
ligaments is difficult or adnexal complications de- 
mand a laparotomy, intra-abdominal shortening 
should be done. 

In women at the menopause the treatment of 
choice when there are adnexal complications is 
vaginal hysteropexy and plastic vaginal operations. 
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As a palliative measure when the general state 
or age of the patient does not permit these methods 
the method of Garcia de la Serrana may be em- 
ployed, viz., closure of the vagina with a silver plate. 

W. A. BRENNAN. 


Boyd, G. M.: Some Remarks on Inversion of the 
Uterus with the Report of a Case of Sixteen 
Months’ Standing. Am. J. Obst., 1919, lxxx, 161. 


This rare accident occurs probably about once 
in 128,000 labors as shown in statistics collected by 
Jones. While inversion of the uterus usually follows 
injudicious treatment of the placental stage of 
labor, it is sometimes unavoidable, the result of 
uterine relaxation. If the accident is acute, manual 
reposition can be carried out successfully. Taxis 
should be started near the cervical ring, not at 
the fundus, and it is important to make pressure 
upon the protruding mass in the axis of the pelvic 
canal. This treatment, however, will not always 
suffice as demonstrated by the author’s first opera- 
tive case. 

A para-iii was delivered by forceps of a 9-pound 
girl. Free bleeding followed the delivery. When 
the uterus was compressed after the usual method 
of treating the third stage of labor the fundus left 
the operator’s hand suddenly and spontaneously, 
the uterus and vagina turning completely inside 
out. The whole mass was prolapsed and hung be- 
tween the patient’s thighs. To it was attached a 
firmly adherent placenta. The hemorrhage then 
became alarming and continued until the placenta 
was detached. An attempt was made to replace the 
uterus but was without success. Seven hours after 
delivery, the patient was anesthetized and an at- 
tempt made to replace the uterus by taxis. Although 
persisted in for some time, this method also was 
unsuccessful. 

An abdominal section was then performed for the 
purpose of making a manual dilatation of the con- 
stricted cervix by inserting the fingers into the 
crater-like excavation. This was easily accom- 
plished, and as the assistant continued pressure from 
within, the uterus was finally replaced by taxis. 
A uterine douche was then given and the organ 
firmly tamponed with sterile gauze. The patient 
gradually gained in strength and was discharged in 
the third week of the puerperium fully recovered. 

The second case, a chronic inversion, was operated 
upon successfully by the Spinelli method. The 
patient, a primipara, was delivered Nov. 6, 1917, 
after a prolonged and painful but not instrumental 
labor. The placenta was adherent, and when 
traction was made for its removal, inversion oc- 
curred. The patient stated that she bled profusely 
and that a mass protruded through the vagina. 
Her attending physician apparently did not appre- 
ciate the gravity of the accident and made no 
attempt to replace the uterus, telling her that it 
was a tumor which should be removed in forty days. 
She bled freely throughout the puerperium but with 
this exception was normal. She did not suffer pain 
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nor were there symptoms of infection. She nursed her 
infant until its death at the age of eleven months old. 
Seven months later she had a serious hemorrhage 
which forced her to remain in bed for one week. 
She was then told by her physician that the uterus 
was out of place. 

The true nature of the trouble was not discovered 
until February, 1919. The uterus was then com- 
pletely inverted and well involuted. It filled the 
cavity of the vagina and bled freely when touched. 
On March 5s, 1910, after the vagina and uterus had 
been sterilized, a metal catheter was introduced 
into the bladder to locate its base. The perineum 
was then depressed with a weighted speculum in 
order to bring the uterus well into view. The latter 
was then drawn down with a double tenaculum 
inserted in the fundus. First, a transverse anterior 
vaginal incision 5 centimeters in length was made 
just above the cervix. The bladder was separated 
but the cul-de-sac was not opened. Second, a 
median longitudinal incision was made through the 
anterior lip of the cervix, extending 2 centimeters 
toward the fundus. With the cervical constriction 
removed, an attempt was made to replace the 
uterus but was unsuccessful. The anterior cul-de-sac 
was then opened and a longitudinal incision in the 
anterior uterine wall made to sever the uterus com- 
pletely. This was carried up to within 1 centimeter 
of the fundus. When the cavity of the uterus was 
opened, the invaginated oviducts were found to be 
normal and there was no evidence of adhesions. 
The uterus was re-inverted by making traction 
upon the divided lips of the cervix and forcing the 
fundus upward with the thumbs. There was then 
found a decided outward bulging of the anterior 
uterine wall so that in order to suture the muscle 
and its perineal covering accurately, it was neces- 
sary to remove the wedge-shaped piece from each 
cut edge. The incision in the uterus was closed 
with deep and superficial interrupted catgut sutures 
and the vagina replaced in the pelvic cavity. The 
vaginal incision was then closed after the perito- 
neum had been sutured to the uterus. A small gauze 
drain was introduced into the vaginal wound be- 
tween the uterus and bladder and a second drain 
placed in the uterine cavity. 

The patient made an uneventful recovery except 
for a slight elevation of temperature during the 
first week, attributed to a mild saprophytic infec- 
tion. She left the hospital two weeks after operation. 

Epwarp L, CorneELL. 


Kreutzmann, H. J.: Is It Possible Through Co- 
Operation of Surgery and Roentgenization in 
the Treatment of Fibromyomata Uteri to Fur- 
ther Improve the Results Obtained by Surgery? 
Am. J. Obst., 1919, |xxx, 170. 


The author quotes from Broun’s article in the 
same journal, March, 1919, in which the value of 
the X-ray and radium is questioned. 

Surgery and roentgenization are not antagonistic 
to each other; they must work hand in hand. The 





ye ee 


' 
[ 





462 INTERNATIONAL ABSTRACT OF SURGERY 


question should be; Can the co-operation of surgery 
and the X-ray still further improve the results as 
reported by Broun? The answer must be: Un- 
doubtedly, it can! 

Most of the cases not complicated by degenerative 
changes or adnexal affections are amenable to X-ray 
treatment. Among those so complicated are quite 
a number that offer no contra-indication to the use 
of the X-ray. Such cases are the oedematous type of 
myoma, calcareous degeneration, serous cysts of 
the ovary, and hematosalpinx. 

A segregation of 25 per cent of all cases for opera- 
tion appears a reasonable estimate. This per- 
centage corresponds to the author’s personal ex- 
perience in private and hospital work. The vast 
majority of fibromyomata uteri seen were uncom- 
plicated. The immaterial changes in the adnexa 
that were observed in many women operated upon do 
not exclude the use of the X-ray. This latter state- 
ment is based on five years’ work with the roentgen 
rays in gynecology. 

Cure is obtained without loss of life, without any 
morbidity or injury during treatment, without any 
evil after-effects. None of the 200 women will 
suffer from such things as severe colon bacilli in- 
fection of the kidneys, vesicovaginal fistula, re- 
opening of incisions, and mural abscess in the 
abdominal wound. None of these 200 women will 
return with symptoms directly referable to the end- 
results of the operation. 

To sum up, co-operative treatment of fibromyoma 
uteri—surgery and the X-ray combined—will 
reduce mortality to nil or almost to nil and avoid 
morbidity, injury, and the after-effects of treatment 
in great measure. Epwarp L. CorNELL. 


Recasens, S.: The Choice of Dosage in the Radio- 
Active Treatment of Carcinoma of the Uterine 
Cervix (La elecci6n de dosis en el tratamiento radio- 
activo del carcinoma cervical uterino). Med. Ibera, 
1919, NGmero extraordinario, 1 Cong. nac. de med. 
y cirug., 66. : 


According to Recasens, the treatment of choice 


_ for carcinoma of the uterine cervix is radio-active 


treatment but this should not exclude operative 


* treatment when the condition is so limited that all 


of the neoplastic elements can be removed by sur- 
gical methods. 

The dose which should be employed in radio- 
active treatment depends upon the form and the 
size of the neoplasm, the patient’s general condition, 
and the condition of the blood. Very pronounced 
leucopenia is an absolute contra-indication to the 
use of massive doses. In general, moderate doses 
frequently repeated are tolerated better than larger 
doses given at longer intervals. Usually applications 
lasting for more than twenty-four hours are not 
well borne. 

Continued high temperature requires the tem- 
porary suspension of the radio-active treatment. 
When each application is followed by a pronounced 
reaction, the duration of the application should be 


decreased and the interval between applications 
increased. 

In cases of the fungous type of carcinoma the 
filters used should not be very thick, but for the 
infiltrating forms and, in general, all the scirrhous 
forms, it is best to use very thick filters (2 millimeters 
of brass or 6 millimeters of aluminum). 

In certain ulcerative types of carcinoma of the 
uterine cervix of rapid growth which lead in a short 
time to copious hemorrhages due to destruction of 
the walls of the great vessels, massive doses should 
be applied once or twice. If these do not stop the 
progress of the growth, the condition must be 
considered outside the range of this method. 

M. M. MATruies. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Becerro de Bongoa, R.: The Surgical Treatment 
of Suppurating Adnexal Lesions Ruptured 
into the Intestine (Tratamiento quirfirgico de 
las lesiones anexiales supuradas abiertas en el in- 
testino). Med. Ibera, 1919, NGmero extraordinario, 
1 Cong. nac. de med. y cirug., 63. 


One of the occurrences which greatly complicate 
the treatment of suppurative salpingitis, ovarian 
abscess, and peri- or para-uterine collections of 
pus, is rupture into the intestines. 

The condition may go on to spontaneous cure, 
but this happens most frequently when the peri- 
or para-uterine accumulations drain spontaneously. 

Pyosalpinx opened into the intestine is nearly 
always, if not always, a condition which is difficult 
to cure by surgical procedures but by other means 
is incurable. The lesions are progressively com- 
plicated by a series of crises of the septic process, 
each more acute than the last and accompanied by 
defense reactions which are prejudicial in that they 
result in adhesions to neighboring organs which 
are the cause of pain. 

The process leads, by suppuration and suffering, 
as also by the concomitant menorrhagia due to 
venous lesions and the profound fungous modifica- 
tion of the uterine mucosa, to a general state of 
weakness in which the patient usually becomes 
tuberculous. 

As there is no other definitely curative procedure 
the author believes that intervention by laparotomy 
is indicated in every case, in spite of the communica- 
tion with the intestine, but he does not minimize 
the danger of such an operation. 

The gynecologist ought always to take into 
consideration the possibility of a salpingo-intestinal 
communication before operating. 

The period of greatest virulence of the bacteria 
having passed (which can be determined from 
the temperature and a study of the leucocyte count— 
Arneth’s formula), the author believes that the only 
remedy is extirpation of the pyosalpinx even though 
a fecal fistula may result. 

Evacuation of the purulent content through the 
vagina he considers insufficient as the crises of 

















re-infection recur after the colpotomy just as they 
did before it was performed. 

Efficacious treatment consists in the extirpation 
of the upper genital tract en bloc, from the uterine 
isthmus upward, either by the American operation, 
from the area least involved to that of the greatest 
adhesions, or by hemisection. In grave cases with 
very firm salpingo-intestinal adhesions, the author 
extirpates the tubes, first sectioning them to let 
out the pus. He then resects the tube or ovary, 
leaving the adherent portion which contains the 
perforation attached to the intestine. 

The parietal portion of the abscess which is left 
attached to the intestine he cuts down as much as 
possible, leaving only the portion that is very in- 
timately adherent. He then attempts to cover the 
portion left on the intestine by means of a seroserous 
suture of the nearest intestinal coverings. If this is 
not possible, he sews the borders of the patch 
together approximately concentrically. 

The operation is then completed by the placing of 
an intra-abdominal dressing made of strips of 
cloth, not gauze, which is fitted about the suture. 
Above this dressing the cloth is used to wall off the 
rest of the peritoneal cavity from the pelvis. These 
strips, misnamed drains, have the advantage that 
they may be withdrawn very easily when the time 
comes to remove them. They wall off the pelvic 
cavity and convert it into an antrum in communica- 
tion with the exterior through the lower part of the 
laparotomy wound. This antrum becomes a sup- 
purating cavity with a tendency to cure with 
postoperative care and it is here that the intestine 
may open, forming a fecal fistula. 

The fecal fistula can be cured if it is cared for 
skillfully. The strips of drainage material come out 
almost spontaneously and following them the 
purulent and fecal exudate. The author then inserts 
several large rubber tubes like those used in pros- 
tatectomy and gradually decreases their size with 
the advance of the cicatricial granulation. 

The care of the intestine also requires special 
attention. The portion below the fistula must be 
emptied daily by means of an enema. Occasionally 
the patient should be constipated in order that the 
evacuation by the fistula may be temporarily 
suppressed so that the cicatrization of the fistulous 
antrum may progress. 

Thus the cure of the fistula will follow when the 
laceration is not too extensive and when the con- 
dition is not tuberculous. Direct primary suture of 
the laceration or perforation is unsuccessful. 

M. M. Martruies. 


Guilera Molas, L.G.: A Review of the Embryology 
of the Graafian Follicle and the Histogenesis 
of the Corpus Luteum. (Revisi6n embriolégica 
del folfculo de Graaf e histogénesis del cuerpo 
lateo). Med. Ibera, 1919, Numero extraordinario, 
1 Cong. nac. de med. y cirug., 68. 


The theories regarding the histogenesis of the 
graafian follicle are diverse. The great majority of 





GYNECOLOGY 


463 


embryologists and histologists, however, hold that 
the ovule and the granulosa are derived from the 
ceelomic epithelium and that the theca and stroma 
have their origin in the wolffian connective tissue. 
A few investigators, and of these chiefly Koelliker, 
believe that the origin of the ovule and granulosa 
is distinct and admit only that this process proceeds 
from the germinal epithelium. 

A short study of the embryology served to 
convince the author that the difference of opinion in 
regard to the histogenesis of the follicle was*due 
largely to the technical difficulties of discerning in 
young embryos the epithelial (coelomic) or con- 
nective-tissue (wolffian) nature of the elements 
which constitute the so-called “cords of Pflueger.” 
He therefore studied human embryoms and the 
embryoms of cattle by the method of Achficarro 
del Rfo which he believes is much more accurate 
than others. 

This technique enabled him to make out the 
exact nature of any given element at any period and 
wherever situated and by this means he has 
followed in detajl the embryologic evolution of the 
ovary in these species and arrived at the following 
conclusions: 

1. In the epithelium of the coeloma there is more 
than one type of cell. Certain cells with nuclei of 
chromatic rods (similar to those seen by Waldeyer 
and considered by him to be buds of the granulosa) 
are nothing but connective-tissue cells which have 
intruded among the epithelial cells. 

2. In the cords of Pflueger there are only two 
cellular types—elements proceeding from the coeloma 
and connective-tissue elements which are given off 
from the stroma and penetrate among the epithelial 
cells. These are intimately mixed. 

3. These cells are isolated one by one by the 
connective-tissue cells in such a way that the primary 
follicle is nothing more than a single ccelomic 
epithelial cell surrounded by the connective-tissue 
elements of the stroma. 

As these conclusions, however, did not definitely 
clear up the histogenesis of the corpus luteum, 
the author studied this subject also for a number of 
years. He admits the thecal origin of the corpus 
luteum, basing his opinion principally on the thecal 
hypertrophy in the follicles at the point of bursting, 
and, above all, on the constant addition, during 
the first stages of the corpus luteum, of new thecal 
cells and even of stroma cells to those already 
transformed into lutein cells. While admitting the 
thecal participation and the diversified histogenetic 
character of the theca and granulosa, however, he 
does not admit the intervention of the two membranes 
in the constitution of the corpus luteum as do 
Van Stricht and others. 

In order to answer this question, the author 
therefore made embryologic studies as the result 
of which he found that there is no histogenic dissimi- 
larity between the granulosa and the theca as both of 
them are of the nature of connective tissue. Further- 
more, among a great number of ovaries he collected 
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in the Gynecological Clinic at Madrid he found two 
with recently broken follicles and in these he was 
able to verify the persistence of the parietal granu- 
losa and its perfect vitality after the rupture. He 
therefore concludes as follows: 

1. The granulosa persists after the rupture of the 
follicle. 

2. It participates jointly with the theca in the 
constitution of the corpus luteum. 

3. The theca as well as the granulosa being con- 
nective-tissue coverings, the corpus luteum which 
proceeds from them is exclusively a connective- 
tissue formation. M. M. Matruies. 


EXTERNAL GENITALIA 


Chaffin, R.C.: Cystocele, with or without Descent 
of the Uterus, with Especial Reference to the 
Technique of the Interposition Operation. 
Am. J. Surg., 1919, xxxiii, 183. 

The development of cystocele takes place usually 
in one of two ways. One type no doubt is due to the 
backward displacement of the uterus which is 
dependent upon stretching or laceration of the 
pelvic floor by child-birth, whereby strain is 
brought on the hammock structure in the pelvis 
made up of the broad ligament, the uterosacral 
ligament, and the round ligaments. With the 
destruction of the pelvic floor, the uterus usually 
starts downward, carrying the bladder, tubes, 
ovaries, and rectum with it. The other type of 
cystocele development is generally brought about 
by infection by streptococci, gonococci, or other 
organisms. Eventually the uterus is fixed posteriorly 
in the pelvis with the adnexa. This position results 
in an increase in the antero-uterine space, and if this 
is not closed by adhesions a great increase in intra- 
abdominal pressure is brought to bear on the bladder 
and the anterior wall of the vagina. In this type of 
case a protruding bladder and a fixed uterus are 
found. 

Usually the diagnosis is easy but in the less 
evident cases the patient can be put in the squatting 
position and told to bear down. If examined in this 
position a cystocele may be demonstrated which is 
- not apparent in the lithotomy position. 

The lack of uniform success with the various 
corrective measures for cystocele led to the develop- 
ment of the so-called vaginal suspension, interposi- 
tion or transposition of the uterus. A fixed uterus 
requiring laparotomy is not a contra-indication, and 
interposition can be easily effected after salpingec- 
tomy or odphorectomy. In selecting cases several 
points should be kept in mind. The patient cannot 
have children after this treatment and therefore she 
must either be sterilized or operated upon after 
menstrual function ceases. The technique found 
easiest and quickest is as follows: 

1. Grasp the uterus with the tenaculum and pull 
centrally. Curette if necessary and, also if necessary, 
repair the cervix. 
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2. Make an inverted T incision and dissect the 
vaginal wall from the cervix and bladder up to 4% 
inch from the meatus. 

3. Apply a curved forceps carefully to the free 
edges of the flaps. 

4. Dissect the bladder from the uterus clear up 
to its peritoneal reflection and open the peritoneum. 

5. Deliver the uterus by successively grasping the 
fundus with two single tenacula. 

6. Inspect the tubes and ovaries and note also the 
size of the uterus, cutting away the necessary amount 
from the body of the uterus. At this stage the tubes 
should be severed. 

7. Insert suspension sutures of Number 2 or 3 
chromic catgut. Replace the uterus in the abdomen, 
rethread the needles, and bring the ends of the sutures 
through the flap from within outward. 

8. Cut away redundant vaginal flaps and insert 
the remaining sutures. 

9. Reconstruct the pelvic floor. I. W. Bacu. 


MISCELLANEOUS 


Litzenberg, J. C.: The Use of Benzyl Benzoate in 
Dysmenorrheea. J. Am. M. Ass., 1919, lxxiii, 601. 


Of 43 patients there were 35 (81.3 per cent) who 
were relieved of pain with the use of benzyl benzoate. 
In 27 cases (62.7 per cent) the pain was completely 
stopped, and in 8 cases (18.5 per cent) the suffering 
was greatly relieved but not entirely eliminated. 
In 2 cases (4.6 per cent) the pain was somewhat re- 
lieved, but not to any great extent. In 6 cases 
(13.9 per cent) there was no benefit whatever. 

Fifteen patients were completely relieved from 
pain after one dose (2 teaspoonfuls of 20 per cent 
emulsion); 12, after two doses at two-hour intervals; 
1 required three doses; 1, four doses; and 1, five doses. 
Those who obtained no relief took from two to six 
doses. 

Other symptoms, headache, backache, etc., were 
not uniformly benefited. 

The cause of dysmenorrheea is still unsettled. Anti- 
spasmodics are logically indicated, for in spite of 
doubtful etiology the painful spasm of the uterine 
muscle is incontrovertible. Benzyl benzoate has an 
antispasmodic action and is practically non-toxic, 
which gives it preference over atropin. 

Epwarp L. CorNeELL. 


Cullen, T. S.: The Distribution of Adenomyomata 
Containing Uterine Mucosa. Am. J. Obst., 1919, 
xxx, 130. 


Adenomyomata consisting of a matrix of non- 
striped muscle and fibrous tissue with typical 
uterine mucosa scattered throughout are to be found 
in the uterus, round ligaments, utero-ovarian liga- 
ments, uterosacral ligaments, rectovaginal septum, 
and umbilicus. 

Occasionally large quantities of normal uterine 
mucosa are found in the ovary. 

Epwarp L. CorNELL, 














OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Quigley, J. K.: Corpus Luteum Extract in the 
Vomiting of Pregnancy, with Report of Cases. 
Am. J. Obst., 1919, 1xxx, 183. 

Seventeen patients were treated, of whom twelve 
were benefited permanently and four only tempor- 
arily. The latter suffered a relapse because the 
quantity of corpus luteum given was not sufficient. 
There was one complete failure. In this case thera- 
peutic abortion was done. The average number of 
doses was seven ampules containing 0.2 grams of 
corpus luteum. E. L. Cornett. 


Bernaldez, P.: Prolapse of the Uterus and Preg- 
nancy (Prolapso uterino y embarazo). Med. Ibera, 
1919, Namero extraordinario, 1 Cong. nac. de med. 
y cirug., 70. 

BernAldez reports the case of a multipara who in 
her first parturition suffered a complete tear of the 
perineum but was not operated upon. Subsequently 
she was delivered twice. She consulted the author 
in her fourth pregnancy at which time she had a 
complete uterine prolapse. The entire uterus had 
prolapsed through the enormous rent, but the 
symptom of which most complaint was made was 
retention of urine. The bladder was emptied. by 
catheterization but the lack of ligamentous and 
perineal support was so great that reduction of the 
uterus was impossible. As a result the cervix was 
ulcerated, bleeding, and purple. 

The question of treatment was perplexing. To 
maintain the uterus in aseptic reduction by tampon- 
ade and permit the pregnancy to continue was 
impossible. To provoke an abortion might result 
in puerperal bacteremia with all its dangers. To 
perform a hysterectomy as for uterine myoma, 
ignoring the pregnancy, it would be necessary to 
use the abdominal route and this might be the 
cause of fatal peritonitis. 

The patient aborted spontaneously, however, the 
day after having made a trip to a neighboring town 
and the author did not see her again. If she had 
returned he would have done a Wertheim-Schauta 
operation after the abortion which, according to 
Recasens, is the operation of choice for prolapsed 
uteri of great size. This he would have followed 
with a colpoperineorrhaphy. M. M. Matrutes. 


Cameron, M. H. V.: Glycosuria in Pregnancy. 
Canadian M. Ass. J., 1919, ix, 723. 


The writer reports finding a reducing sugar in 
small amounts in the case of a patient in the fifth 
month of pregnancy. This disappeared entirely, 
however, after the sixth month and it was there- 
fore decided that the condition was a transient 
lactosuria, a very ordinary concomitant of preg- 


nancy which need give no further cause for anxiety. 
The confinement was tedious and nearly 2 ounces 
of chloroform were used. The puerperium was un- 
eventful. Within a week from this time the patient 
developed an insatiable appetite and three weeks 
later died of diabetic coma in spite of vigorous treat- 
ment. 

Since the case reported the author has had 468 
obstetrical cases in 4 of which there was glycosuria. 
Undoubtedly both lactose and glucose may appear 
in the urine with no more significance than that 
there is normal stimulation of the mammary glands 
as they are being prepared for their function after 
the birth of the child and will disappear from the 
urine after lactation is established. However, 
while this simple explanation suffices in many cases, 
in many more’it is inadequate. The excretion of 
sugar in any form or amount is a matter of derange- 
ment in metabolism that is complex, and when the 
further derangement of pregnancy is added, the com- 
plexity is vastly increased. 

In 469 cases of pregnancy 5 cases of glycosuria 
have been found. In 4 cases the sugar was definitely 
identified as glucose by either fermentation or osazone 
tests. The other patient died of diabetes. The in- 
ference is obvious. The finding of a reducing sugar 
in the urine of a pregnant woman is a serious matter. 
Lactosuria may be a trivial affair, but before a 
patient whose urine reduces copper hydroxide in a 
test solution is dismissed as not being in a serious 
condition, the fullest tests should be made to deter- 
mine whether lactosuria is the real condition or not. 
When there is glycosuria true diabetes may be 
about to manifest itself or may be already present. 
Those cases in which sugar appears in the urine 
during pregnancy and disappears from the urine when 
the pregnancy is ended require merely careful 
management. A more or less strict regulation of 
diet will keep the symptom in abeyance. A careful 
selection of the anesthetic to be used and any means 
to lessen the shock of delivery will perhaps prevent 
the onset of such changes in the endocrine system 
as are indicated by the glycosuria and might result 
in diabetes 

The diagnosis of true diabetes is of supreme im- 
portance should the glycosuria be controllable by 
regulation of the diet. The frequent examination of 
the urine may suffice to protect the patient during 
gestation but the only means of arriving at definite 
conclusions is by estimating the sugar in the blood. 
The method is simple with a proper colorimeter. 
Whenever suger appears in the urine the presence 
or absence of a hyperglycemia should be deter- 
mined. Ingestion tests of the carbohydrate toler- 
ance are difficult to carry out and may be most dis- 
agreeable to the patient. H. K. Grsson. 
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Martinez de la Riva, A.: Statistics of Caesarean 
Operations by Kroenig’s Method (Mi extadfstica 
de operaciones cesdreas por el proceder de Kroenig). 
Med. Ibera, 1919, Numero extraordinario, 1 Cong. 
nac. de med. y cirug., 70. 

On the basis of his statistics the author draws the 
following conclusions: 

1. The classical cesarean operation should be 
replaced by the cervical cesarean section. The 
latter is no more difficult and its advantages are 
much greater. 

2. The latter may be performed safely also in the 
majority of cases of suspected infection. 

3. In cases which are clearly infected, total 
hysterectomy should be done by the method advised 
by Recasens, if the indication is absolute. If the 
indication is relative, craniotomy should be con- 
sidered. 

4. Cesarean section is very seldom contra- 
indicated even when the indication is not absolute. 

5. In favorable circumstances the indications for 
cesarean section should be judged very liberally. 

6. It is only in the exceptional case that the 
patient does not consent to the operation and 
obstetricians should popularize its advantages. 

M. M. Matruies. 


Candela Pla, M.: Placenta Praevia and Caesarean 
Section (Placenta previa y cesérea). Med. Ibera, 
1919, Numero extraordinario, 1 Cong. nac. de med. 
y cirug., 70. 

Some years ago at the last International Congress 
of Medicine held at Madrid Candela stated that 
certain cases of uncontrollable haemorrhage from 
placenta previa constitute definite indications for 
transperitoneal caesarean section. ‘This method 
was severely criticized but today is the accepted 
procedure in some of the schools of Spain and other 
European countries and in America. 

As in some cases the transperitoneal route was 
not approved of by certain surgeons, the extra- 
peritoneal procedures were devised. These, however, 
were difficult to execute and in some instances 
required considerable time. 

In favor of his contention the author cites fifteen 


~ cases in which only one woman died and the lives of 


all of the babies were saved. One of these he reports 
in greater detail. The patient had been bleeding at 
intervals for forty-eight hours and at the time of 
operation was almost moribund. In two or three 
minutes the abdominal incision was made, the 
foetus delivered alive, the placenta separated from 
the uterus, and the metrorrhagia stopped. The 
patient was discharged from the hospital with her 
child ten days later. M. M. Martruies. 


MISCELLANEOUS 
Davis, E. P.: Obstetrical Surgery. Am. J. Obst., 
1919, Ixxx, 122. 


In his efforts to save life and preserve health, the 
obstetrician is contending against some of the most 


important enemies which confront the surgeon. 
Hemorrhage, shock, and infection threaten the 
surgeon and obstetrician equally. Parturition causes 
wounds so frequently that repair of such injuries 
introduces an element of surgical closure. It 
therefore follows that much of obstetrics is obste- 
trical surgery. 

The most frequent of obstetrical operations is 
delivery by forceps. The introduction of any 
foreign body within the uterus, though it pass no 
further than the cervix or only into the vagina, 
exposes the patient to the risk of infection, while 
anesthesia and manipulation give rise to the danger 
of relaxation of the uterus and hemorrhage. 

The indications for delivery by abdominal and 
vaginal section have been so greatly extended in 
recent years that a new field in experience and 
observation is being opened up. 

In accidental separation of the normally im- 
planted placenta, a condition analogous to that of 
ruptured tubal gestation is present. Here abdominal 
delivery affords the only prompt and secure method 
of rescuing the mother from insidious danger. 
While there is a difference of opinion concerning the 
treatment of placenta previa, the majority of 
obstetricians agree that accidental separation of the 
normally implanted placenta in the later months 
of pregnancy is best treated by section. 

Shall eclampsia be treated by section, abdominal 
or vaginal? The author has long since abandoned 
abdominal section for toxic patients suffering from 
convulsions except when the patient is a vigorous 
primipara with unshortened and undilated cervix 
who has had few convulsions and does not respond 
to eliminative treatment. In such cases prompt 
delivery by abdominal section may save the life of 
both the mother and the child. There is, however, 
a distinct field for elective abdominal section in the 
toxemia of pregnancy. When hygienic measures 
fail in the later months of gestation, toxemia 
steadily increases, there is no sign of labor, and 
active treatment of toxemia fails to check its pro- 
gress although the patient does not have any con- 
vulsions prompt delivery by section is indicated. 

Surgery of the digestive tract in pregnancy is a 
modern field of great interest in obstetrics. Appen- 
dicitis complicating pregnancy is not an uncommon 
occurrence, and a careful study of considerable 
numbers of cases of cholecystitis in child-bearing 
women shows that this condition frequently arises 
during pregnancy. In a pregnant woman having 
an infected appendix an appendectomy should be 
performed as soon as the diagnosis is made, the 
earlier in pregnancy the better. Whether an in- 
fected gall-bladder should be drained during preg- 
nancy or removed has not yet been clearly estab- 
lished. 

In the pyelitis of pregnancy many cases are 
successfully managed by medicinal or local treat- 
ment, but in some instances the author has found 
that drainage of the kidney by incision is followed 
by good results. In none of these patients was 
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pregnancy interrupted, and in all cases a good re- 
covery followed the operation. 

In rupture of the uterus and in pathologic con- 
ditions in the pelvis which render vaginal delivery 
impossible or unsafe abdominal section is often 
indicated. Epwarp L. Cornett. 


Reeves, E. A.: A Study of 750 Obstetrical Cases in 
Private Practice. J. Kansas M. Soc., tg19, xix, 
177. 

The writer presents statistical data obtained from 
750 cases occurring in private obstetrical work. 
Thirty-two per cent of the patients were primi- 
pare. The presentations as noted in the first or 
second stage were as follows: occipito-anterior, 691 
(92 per cent); occipitoposterior, 19 (234 per cent); 
face, 1 (1/6 of 1 per cent); transverse, 13 (2 per 
cent); and breech, 26 (3% percent). Forceps were 
applied in 88 cases (1134 per cent). Fifty-eight of 
the forceps deliveries were those of primipare. 

Version was necessary in 23 cases (3 per cent) and 
was always done for occipitoposterior or transverse 
presentation or eclampsia. The author considers 
version at the proper time safer and easier than the 
use of high forceps. No cesarean sections were per- 
formed in the series although in the author’s opinion 
section would have been preferable in 3 cases, in 2 of 
which version was done and in 1 of which the forceps 
were used. These 3 mothers survived but the babies 
were lost. Five of the patients in the series had 
eclampsia which in 2 cases was fatal. All of the 
babies in these cases survived. One patient, a 
primipara 29 years of age, had inversion of the 
uterus two hours after forceps delivery. 

Mammary abscess occurred in 5 cases and in all 
developed after the patients, who were primipare, 
had left the author’s care. Puerperal sepsis occurred 
in 3 cases. In 1 the infection was due to the dirty 
hands of a drunken husband and _ terminated 
fatally. The second case was attributed to unclean 
pads, and the third followed version for an impacted 
breech presentation. 

Fibroids complicated labor in 2 cases. In 1 they 
resulted in the forceps delivery of a macerated 
foetus and subsequent hysterectomy, and in the 
second were the cause of severe postpartum hemor- 
rhage from inability of the uterus to contract. Pre- 
mature detachment of the placenta occurred in 2 
cases and both babies were lost. Two young primi- 
pare died soon after delivery, 1 two hours after an 
easy forceps delivery without severe hemorrhage. 
A postmortem examination did not reveal the cause 
of death. 

Postpartum hemorrhage occurred in 4 cases of 
the series—1 case of uterine inertia in a primipara 
following the birth of twins, 1 case of uterine fibroids, 
t case of retained adherent placenta, and 1 case of 
inertia after forceps delivery of a primipara. 

There were 11 pairs of twins and 1 set of triplets 
in the series. Only 8 (% per cent) of the mothers 
were unable to nurse their babies. 

The author used pituitrin in 78 cases, in 2 of which 
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there was an hour-glass contraction of the uterus 
with retained placenta. He is convinced that in re- 
duced dosage, 5 to 7 minims, pituitrin is a safe and 
efficient adjunct. H. K. Grsson. 


Avellan, E.: The Value of Bone Grafts in Cases of 
Contracted Pelvis (De la utilidad del injerto 
éseo en las estenosis pélvicas). Med. Ibera, 1919, 
Namero extraordinario, 1 Cong. nac. de med. y 
cirug., 64. 

Sufficient proof of the practicability of bone 
grafting has already been obtained both clinically 
and experimentally. 

The permanent widening of a contracted pelvis 
by means of a graft should be called “ pelvioplasty.” 

Antedating the author’s operation of pelvioplasty, 
although unknown to him at the time he originated 
it, were the tentative procedures of Phenomenof, 
Kotschecoff, and Frank. The last-named implanted 
a symphyseal graft successfully. 

Pelvioplasty is indicated in cases of moderate 
contraction of the pelvis with a conjugata vera of 
7 or 8 centimeters, cases which hitherto have justi- 
fied pelviotomy. It should be performed also when 
the conjugata vera is less than 7 but more than 6 
centimeters. Only future results will tell whether 
or not this operation is desirable also when the con- 
traction is more marked and whether its benefits 
are increased when it is performed on both sides. 

Pelvioplasty is simple and is easily executed with 
instruments in common use. The steps are as fol- 
lows: 

Pubiotomy. While an assistant watches the 
delivery of the child and, if necessary, gives an in- 
jection of pituitrin, the surgeon resects a piece of 
rib somewhat larger than the interfragmentary 
separation. After the child is born, this graft is im- 
planted and the wound sutured. Immobilization is 
obtained by means of a plaster cast from the umbili- 
cus to the malleoli which fixes the muscles in flexion 
with the legs separated and rotated outward. 

M. M. MAtTrHies. 


Slemons, J. M.: The Nutrition of the Foetus. Am. 
J. Obst., 1919, Ixxx, 194. 

The equality of the non-protein nitrogen in 
maternal and foetal blood indicates that its various 
constituents, belonging in part to the class of foods 
and in part to the class of waste products, pass 
freely through the placental partition. There is 
evidence of a regulatory mechanism which main- 
tains the same concentration of non-protein nitrogen 
in the two circulations. Such a similarity of con- 
centration is explained by simple diffusion. 

At present there is not the slightest excuse for as- 
suming that the placenta synthesizes protein for 
the foetus. This function the foetal tissues perform 
for themselves. The requisite material is available 
in the foetal blood, having been acquired from the 
blood of the mother. 

An excess of amino acids amounting to 2 milli- 
grams of nitrogen appears uniformly in favor of the 
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foetal plasma. Small as it is, such a difference in 
concentration implies the addition of some process 
to that of simple diffusion in the regulatory mechan- 
ism of the placenta. While equilibrium between 
maternal and foetal blood is-obtained with only a 
slight difference between the concentrations of 
amino acids in the two circulations, the results 
indicate that the placenta absorbs these substances 
and also prevents their departure from the foetal 
circulation. 

The placenta takes no active part in the elimina- 
tion of foetal urea and behaves as a semi-permeable 
membrane. Ammonia as well as urea passes through 
the placenta by diffusion. 

The mean glucose value for the mother was 
found to be 0.132 per cent, while that for the 
foetus was 0.115 per cent. Slightly higher values 
occurred in the maternal blood in 19 out of 24 cases, 
while in 5 cases the values were identical in both 
circulations. These facts do not support a hypothe- 
sis requiring the action of an enzyme. In a case of 
double-ovum twins, in which each foetus had its own 
placenta, the blood-sugar of one was 0.099 per cent 
and that of the other 0.096 per cent, while that of 
the mother was 0.12 per cent. Such findings are 
inexplicable except on the basis of diffusion through 
the placenta. Slightly higher maternal values pro- 
mote a steady flow of glucose toward the foetus. 

Fats and lipoids are more abundant in the mater- 
nal blood and relatively large maternal values have 
large foetal values associated with them. In the 
plasma the disparity is equally obvious. Either 
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the fats and lipoids cross the placenta with the aid 
of an enzyme or they do not cross at all. The latter 
interpretation is correct. The fat in the body of the 
foetus is manufactured there, and almost certainly 
manufactured from carbohydrate. 

Epwarp. L. CoRNELL. 


Talbot, F. B.: The Analysis of Human Milk: 
Technique of Obtaining Samples and Inter- 
pretation of Results. J. Am. M. Ass., 19109, xxiii, 
662. 


One source of error is the method of obtaining 
the sample for examination. In order that a sample 
may represent the true composition of the milk, it 
must be obtained in one of two ways. According 
to the first method, all the milk is drawn or expressed 
from one breast and sent either in bulk or in mixed 
sample to the chemist. According to the second 
method, which is much more simple, it is necessary 
only to obtain 1 ounce of milk before nursing and 1 
ounce after nursing. These 2 ounces may then be 
analyzed separately or mixed together. If analyzed 
separately they must be averaged as the percentage 
of fat is much lower at the beginning than at the 
end of nursing, the difference occasionally being as 
much as fo per cent. 

The time of day that the milk is drawn also 
has an influence on the composition of the milk. 

Accurate methods of chemical analysis must be 
used. Clinical laboratory tests cannot be depended 
upon because of their inaccuracies. 

Epwarp L. CorNELL. 
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ADRENAL, KIDNEY, AND URETER 


Herman, L.: The Diagnosis and Treatment of Uni- 
lateral Renal Tuberculosis. Ann. Surg., 1919, 
xx, 203. 

The term ‘‘primary renal tuberculosis” is used 
by the author only with reference to the site of the 
initial appearance of the tuberculosis in the urogenit- 
al system. 

Tuberculosis is primary in the urinary tract when 
it occurs in the kidney. In this location the bacilli 
find favorable conditions. From here the infection 
spreads to the tissues along the course of, and connect- 
ed with, the ureter. A multiplicity of infections 
in the epididymis and the kidney make the prognosis 
less favorable. 

The author emphasizes the point that tuberculosis 
of the kidney is apt to remain localized in the upper 
urinary tract for a considerable period of time but 
finally spreads to the bladder and then involves the 
other kidney. He quotes a series of 64 cases compli- 
cated by involvement of the bladder in which only 
19 of the patients remained well after nephrectomy 
as compared with roo per cent of cures obtained in a 
series of 34 cases in which the disease was limited to 
the kidney which was removed. As a rule the 
ureter should not be removed except under the 
following conditions: 

1. Cases in which the ureter is strictured below, 
dilated above, and secondarily infected. 

2. Cases in which the ureter is dilated, infected, 
and in free communication with the bladder cavity. 

3. Cases in which the ureter is enlarged, soft, and 
diffusely involved by subacute miliary tuberculosis. 

The complete removal of ureters otherwise in- 
volved pathologically is, with certain exceptions, 
unnecessary. Except under the conditions men- 
tioned, the ureter should either not be disturbed at 
all, or only such part of it should be removed as can 
be reached conveniently through the ordinary ne- 
phrectomy wound. V. D. Lesprnasse. 


Lower, W. E.: Ureteral Transplantation in In- 
operable Conditions of the Bladder. J. Am. M. 
Ass., 1919, Ixxiii, 328. 

For inoperable conditions of the bladder Lower 
advises the transplantation of the ureters into the 
large intestine rather than into the loin. He claims 
that the sphincter ani soon becomes adapted to the 
new condition and effectively controls the urine. 

The operation is preferably performed in two 
stages, one ureter being transplanted first and 
sufficient time being allowed to pass before the trans- 
plantation of the second to be sure that it 
is functioning in its new location and to allow the 
sphincter ani to become adapted to its new condi- 


tion. Preferably the right ureter is transplanted 
first for if adhesions follow, as they often do, the 
rectum becomes more or less fixed and cannot be so 
readily drawn into the cut. 

In certain cases the patient’s comfort may be 
still more increased and his life materially lengthened 
by removing the entire bladder at a third operation. 

I. S. Kort. 


Eisendrath, D. N.: Indications for Operation in 
Ureteral Calculi. Ann. Surg., 1919, Ixx, 192. 


Experience has shown that there are many other 
causes for the symptoms formerly regarded as pathog- 
nomonic of ureteral calculus. Moreover, many 
ureteral calculi belong to the latent group which give 
rise to symptoms only when infection of the kidney 
supervenes. In addition, there are many extra- 
ureteral shadows which may deceive even the trained 
eye as regards the size, form, and position of a true 
intra-ureteral calculus. The author outlines the 
sequel of ureteral calculus as follows: 

In the ureter: (1) uniform dilatation above the 
calculus; (2) stricture at the point of impaction; and 
(3) peri-ureteral abscess. 

In the kidney: (1) pyelonephritis; (2) infected or 
non-infected hydronephrosis; (3) perinephritic 
abscess; (4) calculous anuria; and (5) generalized 
sepsis (bacteraemia). 

At the present time operation is not justified in a 
case of ureteral calculus, especially if the stone lies 
in the pelvic portion of the ureter, until repeated at- 
tempts have been made to deliver it by one of the 
manipulative methods so familiar to urologists. 

If a slight renal infection is present, one or more 
efforts may be made to dislodge and deliver the 
calculus. If there is much fever, however, operation 
is indicated at once. The methods are enumerated 
as follows: 

1. Injection of 2 per cent papaverin alone. 

2. Injection of 30 cubic centimeters of albolene, 
glycerine, or olive oil. 

3. Injection of t and 2 combined. 

4. The use of the Lespinasse laminaria tent. 

5. If the stone is lodged in the intraparietal por- 
tion of the ureter the use of the Bransford Lewis or 
similar dilaotrs and forceps, even if it is necessary to 
incise the mucosa of the ureteral orifice when a cal- 
culus presents at the vesical end of the ureter. 

The author quotes many interesting clinical cases 
showing the different types of infection due primarily 
to retention of urine by ureteral stone. He empha- 
sizes the point that these acute infected cases should 
be treated by open operation rather than by intra- 
ureteral methods except in the occasional instance 
when the abscess may be drained by means of a 
catheter through the ureter. Cases of anuria due to 
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calculus must be treated by open operation unless 
the cystoscopic delivery of the stone is immediately 
successful. As the period of tolerance is from six to 
eight days, cystoscopic treatment may be used for 
from two to three days. If this is not successful, 
immediate operation should be performed. 

Cases of bilateral ureteral calculi should be treated 
according to the general indications. If the urine is 
passing the stones it is justifiable to persist in 
cystoscopic methods. If no urine is passing the 
stones or if infection is present an operation is 
indicated. V. D. LespINasse. 


BLADDER, URETHRA, AND PENIS 


Kolischer, G., and Eisenstaedt, J. S.: Tumors of 
the Urinary Bladder. Surg. Clin. Chicago, 1910, 
ili, 531. 


The authors present four cases of tumor of the 
bladder in one of which the tumor was benign and 
in three malignant. The symptoms are mentioned 
briefly, the course of the disease is traced, and the 
cystoscopic appearance in each case discussed in 
detail. 

In the treatment of benign growths the advantages 
of fulguration over a cutting operation are pointed 
out. Like that of malignant disease of the viscera 
in general, the treatment of malignant neoplasms 
of the bladder is most unsatisfactory. The majority 
of cases are inoperable when first seen. Radiotherapy 
is now more generally used. There is no primary 
mortality and a favorable percentage of clinical 
cures result. When immediate relief is urgent the 
bladder should be opened above the pubes. This 
s¢cures drainage, allows control of haemorrhage, 
and relieves the intolerable suffering so often accom- 
panying advanced malignant disease. The exposed 
growth may then be attacked directly through the 
suprapubie opening by actual cautery or electric 
coagulation. H. A. Fow er. 


Pfahler, G. E.: The Injection of Air for the Roent- 


gen Diagnosis of Tumors of the Bladder. Am. 
J. Roentgenol., 1919, Vi, 371. 


The injection of air into the bladder for diagnostic 
purposes, which has been done occasionally for a num- 
ber of years, the author believes is a method worthy 
of more extended application. It may supplement 
findings derived from cystoscopy, or if the latter 
is impractical because of severe hemorrhage, pain, 
inability to pass the cystoscope, objection on the part 
of the patient, or the lack of a skilled cystoscopist, it 
may replace the cystoscopic examination. The 
technique used is described and attention is called to 
its simplicity and harmlessness. The field of useful- 
ness of the method includes the demonstration of 
new growths, enlargement of the prostate, diverti- 
cula, and calculi. A number of cases are cited in de- 
tail in which its value was demonstrated. In conclu- 
sion the author states: 

1. Injection of the bladder with air is practical and 
with proper precaution is harmless. 
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2. Tumors may be definitely outlined, and when 
judged by their size, shape, and position, in conjunc- 
tion with the clinical history, a diagnosis as to their 
nature can be made. 

3. This method will at times replace a cystoscopic 
examination; at other times it can be used to advan- 
tage in addition to the cystoscopic examination. 

4. Injection of air into the bladder may be done 
when a cystoscopic examination is impractical. 

5. The method described is less painful and gener- 
ally less objectionable to the patient than the 
cystoscopic examination, and can be carried out 
wherever there is an expert roentgenologist. 

ApoLpeH HArRTUNG. 


Jeck, H. S.: Apparent Cure of Carcinoma of the 
Bladder by Radium. Jnternat.J.Surg., 1919, xxxii, 
240. 

The patient, a married woman, 55 years of age, 
complained chiefly of hematuria which had con- 
tinued for four months. There was no marked fre- 
quency of urination. Cystoscopic examination 
revealed the presence in the bladder of a red papil- 
lary growth, sloughy in parts, resembling and about 
the size of a raspberry, and situated near the left 
ureteral orifice. A section of the growth removed by 
means of an operating cystoscopic forceps and ex- 
amined microscopically showed it to be a squamous- 
celled epithelioma. No induration could be made 
out by vaginal examination. 

On July 9, 1918, two tubes of radium emanations 
of 31 and 37 millicuries were introduced into the 
bladder by way of the urethra and left in place for 
seven hours (476 millicurie hours). The radium 
was screened with silver 4% millimeter in thickness. 
About a week later there was a slight increase in 
frequency of urination which probably was due .to 
a radium burn. 

A cystoscopic examination made August 6, 1918, 
showed no change in the appearance of the growth. 
A tube of 40 millicuries was then introduced into 
the bladder with the intention of leaving it in place 
for ten hours but it was expelled spontaneously at 
the end of seven hours. Two wecks later the hema- 
turia stopped. A month later there was scarcely any 
frequency of urination. 

Another cystoscopic examination made Septem- 
ber 24, 1918, revealed only a slightly raised area of 
inflammation about the size of a nickel. The 
patient’s condition was nearly the same except that 
there was a slight hematuria. On November 19, 
1918, another cystoscopic examination showed at 
the site of the original tumor an elongated, sloughy 
growth about twice the size of the index finger. 
Radium was therefore applied again—two tubes of 
70 millicuries each for five hours (700 millicurie 
hours). Both tubes were placed in immediate con- 
tact with the growth by the aid of the cystoscope. 
In three or four days the frequency increased to the 
extent that urination occurred every two hours by 
day and twice at night. The hematuria, however, 
ceased completely and has not re-appeared. 
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On January 28, 1919, cystoscopic examination 
showed a reddish area about the size of a dime at 
the site of the original tumor. Frequency of urina- 
tion was almost normal. On March 18, 1919, the 
bladder was found to be entirely clean, there being no 
sign of tumor. On April 8, 1919, the bladder was 
still clean and the patient’s weight was 109 pounds 
as compared with 85 pounds at the beginning of 
treatment. 

The last cystoscopic examination, which was done 
May 13, 1919, still showed entire absence of the 
tumor and an apparently normal bladder mucosa. 
The patient complained of slight burning on urina- 
tion but there was no frequency. Her appetite was 
good and she stated that she was feeling very well. 


Powell, W. W.: The Treatment of Chronic Ure- 
thritis: With a Description of a New Instru- 
ment for Cauterizing the Lacunz. British M. 
J., 1919, ii, 161. 

This article deals with the treatment of the penile 
portion of the urethra. The author emphasizes the 
frequency of cellular deposits from the mucous mem- 
brane in all inflammatory processes and their ten- 
dency to recent fibrous-tissue formation and states 
that in the treatment of urethritis the passage of 
sounds is too often neglected. 

The passage of sounds should be undertaken as a 
matter of routine when the subacute stage is reached. 
If a discharge persists following this procedure, 
Powell believes it due to the persistence of the infec- 
tion inthe lacune. He therefore has devised a sheath 
to fit into the wall of an air urethroscope through 
‘ which a probe can be passed. By means of this in- 
strument the lacune may be cauterized individually, 
either by coating the probe with silver nitrate or by 
means of a fulgurating wire. The thorough cauter- 
ization of such multiple foci results in the diminution 
and suppression of the chronic discharge, providing 
the prostate has not become involved. 

The altered condition of the lacune produced by 
the cauterization is similar to the inflammatory dila- 
tation seen in old healed cases in which the lacune 
resemble shallow pouches. : 

In the author’s opinion the rapidity and ease with 
which re-infected gonorrhceal cases are often cured is 
due to the inability of the gonococci to become 
lodged in the altered lacune. H. C. Bumpus. 


GENITAL ORGANS 


Ochsner, A. J.: Prostatectomy Combining the 
Advantages of the Suprapubic and Perineal 
Methods Usually Employed. Surg., Gynec. & 
Obst., 1919, xxix, 84. , 


Ochsner has employed the following method in a 
large number of cases and contends that it has all 
the advantages and none of the disadvantages of the 
two methods usually employed. 

The patient is given'a hypodermic of 14 grain 
of morphine and 1/1oo grain of atropine half an 
hour before the ether is administered by the drop 
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method. Everything is in readiness so that no time 
whatever is lost from the beginning of the anesthesia 
to the end of the operation. 

The bladder is irrigated with permanganate of 
potash solution, a sufficient amount being left in 
it to distend it moderately but not sufficient to 
cause a rupture. The patient is then placed in the 
lithotomy position and a grooved sound introduced 
into the urethra down to the perineum. An incision 
is then made corresponding to the lateral incision 
formerly made in the operation of perineal lithot- 
omy, extending from a point halfway between 
the scrotum and anus to a point halfway between 
the left tuber ischii and the anus and extending down 
into the membranous urethra which is opened at 
this point sufficiently to admit the point of an old- 
fashioned lithotomy knife. The sound, together 
with the lithotomy knife, are then passed into the 
bladder, care being taken to carry the sound along 
the pubic bone in order to prevent the knife from 
cutting into the rectum, thus splitting the membran- 
ous and prostatic urethra posteriorly. The knife 
is then withdrawn and the operator’s finger is carried 
through the incision along the sound into the blad 
der. 

The finger is then precisely in the same position 
that it would be if a suprapubic opening had been 
made, and in this fact lies the important advantage 
of the method described over other methods of 
operation because, beginning from above and 
entering the capsule of the prostate gland through 
the urethra, the surgeon is in a position to enucleate 
the prostate precisely as though the bladder were 
entered from above through the usual suprapubic 
incision and the prostate gland were to be enu- 
cleated according to the Freyer method. 

This step of the operation should be carried out 
with the utmost care in order not to disturb the 
bladder or urethra unduly. If bands of adhesions 
are encountered they should be cut by means of a 
pair of blunt curved scissors carried along wiih the 
finger. Presently the entire gland is free from 
its attachments to the urethra and the capsule 
is withdrawn through the perineal incision by 
means of Young’s forceps. The area is then care- 
fully explored with the finger. Occasionally an 
additional lobule of prostatic tissue is found which 
must be enucleated. 

The index finger of the left hand is then introduced 
into the neck of the bladder and the capsule of the 
prostate caught by means of fine-toothed forceps, 
one being applied to the right and one to the left. A 
drainage tube consisting of an inner tube 1 centi- 
meter in diameter and covered in its middle portion 
by a second rubber drainage tube just large enough 
to slip over the first one, is then introduced, 
the inner tube extending into the bladder, and the 
outer tube into the capsule. 

Ferguson’s retractors are then applied to each 
side. The capsule is held in position by means of 
the fine-toothed forceps, and gauze is packed around 
the rubber tube into the capsule. The double tube 
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prevents collapse and offers a sufficient amount of 
resistance to make the tamponing effective for con- 
trolling the hamorrhage. 

The rubber tube is held in place by means of silk- 
worm gut sutures which pass through the edge of the 
wound and the outer rubber tube. 

H. W. E. WALTHER. 


Guiard, F. P.: Puncture Followed by Injections of 
Van Swieten’s Fluid Combined with External 
Massage for the Radical Cure of Vaginal 
Hydrocele, Etc. (Ponction suivie d’injections de 
liqueur de Van Swieten combinées avec des malaxa- 
tions externes pour la cure radicale de l’hydrocéle 
vaginale, etc.). J. d’urol. méd. et chir., 1919, viii, 53. 

Puncture with a trocar of sufficient caliber fol- 
lowed by repeated injections of Van Swieten’s fluid 
and external massage is an extremely simple method 
of treatment within the ability of all practitioners, 
even those little experienced in surgery, and is of 
remarkable value in various affections of the uro- 
genital and other organs. It is a method, also, which 
is available when surgical incision or radical opera- 
tions are contra-indicated. 

In vaginal hydrocele the classical method of 
treatment with injections of tincture of iodine very 
frequently provokes an inflammatory reaction 
which is often severe and prolonged. Such results 
do not follow the injection of Van Swieten’s fluid. 

The author uses a No. 9 Charriére trocar which 
is 3 millimeters in diameter. The serosa is then 
anesthetized with cocaine solution and the Van 
Swieten fluid injected. In the majority of cases the 
reaction is very slight. About 20 cubic centimeters 
are injected into the serous cavity and while it is 
retained for a few minutes the testicle is massaged, 
after which the fluid is allowed to run out. This is 
repeated several times. The dosage of sublimate 
represents only what can usually be absorbed within 
twenty-four hours without causing a mercurial 
stomatitis. ° 

The inflammatory reaction provoked, which is 
unavoidable in the radical treatment, is soon made 
apparent by the re-accumulation of the effusion. 


This attains its maximum by the second or third 
day and usually is accompanied by only very slight 
pain. Toward the tenth or twelfth day resorption 
begins and is completed within a few weeks. Long 
before this, however, the patient is up and about 
and considers himself cured. 

The author treats prostatic abscess, suppurative 
bartholinitis, and ganglion abscesses in a similar 
manner. W. A. BRENNAN. 


Finochietto, R.: Varicocele (Varicocele). Semana 
méd., 1919, XXVi, 559. 

Finochietto has made a study of the various 
types of varicocele and the surgical methods ap- 
plied in their treatment. He finds that the known 
surgical methods cure the majority of cases with- 
out producing complications. Complications may 
be expected: 

1. From any operation which does not primarily 
act against reflux. 

2. From any operation which destroys the 
spermatic artery without previous proof of the 
existence and sufficiency of collateral circulation. 

3. From any ligature placed upon veins of the 
anterior packet without previous dissection and 
separation of the spermatic artery. 

4. From any venous ligature placed inthevicinity 
of the testicle by which thrombosis and its con- 
sequences may be produced. 

5. From any operation sacrificing dilated veins 
merely because they are dilated and without first 
verifying the facts regarding reflux. 

The author considers dissection of the spermatic 
artery with transparietal transplantation of the 
anterior packet of veins alone (the method of Del 
Valle) the ideal operative method but impracticable. 
In actual practice the best method is high separation 
of the spermatic artery, resection of the veins which 
accompany it, and transparietal transplantation 
of the anterior packet. 

Varicocele has been attributed to rupture but 
in the author’s opinion a clearer conception of the 
condition would prove that this is not a cause. 

W. A. BRENNAN. 
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Hansell, H. F.: Clinical and Pathological Report of 
a Case of Intra-Ocular Tumor. JN. York M. J., 
IQIQ, CX, 372. 

Hansell reports a typical case of melanotic sarcoma 
and discusses the relative importance of retinal 
detachment, increased tension, and the shadow seen 
on transillumination. This case was under his 
observation in the hospital for six months, during 
all of which time transillumination indicated the 
presence of a tumor within the vitreous chamber. 
The eye was not enucleated until the ciliary injection 
became prominent. In this connection the author 
states that it is impossible to tell a malignant from 
a non-malignant intra-ocular tumor until after 
enucleation unless the growth is rapid and causes 
perforation of the coats of the ball. T. D. Aten. 


Connor, A. B.: Congenital Choroideremia. Am. 
J. Ophth., 1919, ii, 553- 

Connor reports a case of absence of the entire cho- 
roid except in the macular area. The patient was a 
strong, well developed soldier, 25 years of age, who 
complained that he could not see to get about at 
night. This condition had existed as long as he 
could remember. Vision in daylight was normal, 

‘but after dark was so much reduced that while 
on guard duty at night he failed to recognize and 
salute an officer. The vision of each eye was 20/20. 
His personal history was negative except for an at- 
tack of measles of less than average severity at the 
age of 6 or 7 years. His family history was also neg- 
ative. 

The external structures of both eyes were normal. 
Ophthalmoscopic examination showed normal clear 
refracting media, but instead of the normal red re- 
flex there was a glistening white fundus over which 
the larger retinal vessels appeared about normal in 
size and distribution. The sclera was exposed to view 
over the entire fundus except a circular area about 
twice the size of the disc in the macular region, the 
fundus there having the normal yellowish-red color. 
Both eyes were affected in the same way and pre- 
sented practically the same ophthalmoscopic picture 
except that the left macular area was less regular in 
outline than the right. The latter had choroidal ves- 
sels extending out from it toward the disc and below. 
Although the retinal vessels appeared entirely nor- 
mal, the retina itself was not normally developed over 
the white area, as shown by the markedly contracted 
form and color visual fields, and this was the explana- 
tion of the nyctalopia. 

The only allusion to this condition which the 
author was able to find in the literature was that of 
Nettleship. According to Lang, colobomata of the 


choroid are due to adhesions between the blastoder- 
mic membranes, and it is certainly true that these de- 
fects usually occur along the line of the optic cleft 
and correspond to the general shape of the cleft dur- 
ing the various stages of its closure. The lesion in 
choroideremia differs widely in location and extent 
from coloboma of the choroid; in macular coloboma 
there is an absence of the choroid in the region of the 
macula, while in choroideremia the opposite obtains, 
the macular area being the only part of the fundus 
which is supplied with choroid. 

The structure in embryonic life from which later 
the macular area of the fundus is derived is a spot 
on the outer surface of the secondary optic vesicle 
where the first signs of differentiation of the meso- 
blast into sclera and choroid are seen, the first ap- 
pearance of the choroid being manifested by a tiny 
plexus of capillaries at this point. Hence, in seeking 
an explanation of the cause of choroideremia, we 
must consider that differentiation of the mesoblast 
of the secondary optic vesicle into sclera and cho- 
roid began in a normal way and at the normal point, 
but for some reason was arrested when only the mac- 
ular area was supplied with choroid. 

W. F. Moncrerrr. 


Moore, R. W.: Hypopyon. Texas State J. M., 19109, 
xv, 156. 

After a preliminary discussion of the theories and 
causes of hypopyon the author reviews a case in 
which there was also a double chronic dacryocystitis. 
This patient had several serpiginous ulcers during 
a period of seven years. The last one was very 
grave and did not yield to the usual cauterization 
or other vigorous treatment. Following the intra- 
orbital injection of a 1:1000 solution of cyanide of 
mercury, however, relief from the pain was notice- 
able the same day and two days later the ulcer began 
to clear. T. D. ALLEN. 


Lister, A. E. J.: Some Points of Practical Im- 
portance in the Operation of Sclerocorneal 
Trephining by Elliot’s Method. Indian M. 
Gaz., 1919, liv, 294. 

Emphasis is placed on the importance of raising 
the flap preparatory to trephining and including all of 
the superficial tissues in one layer. This is done more 
easily with the points of the scissors than in any 
other way. It reduces hemorrhage and tends to 
lessen the chance of late infection. 

Lister prefers a trephine of 1% millimeters 
rather than the trephine of 2 millimeters which is 
recommended by Elliot. The larger instrument 
decreases the strength of the sclera and the huge 
filtering scar is more apt to cause irritation, continual 
lachrymation, and probably also late infection. 
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If an assistant first steadies the eye by fixing the 
eyeball with fixation forceps applied below the 
center of the cornea and the operator then further 
steadies it by grasping the outer edge of the sclera 
exposed in the flap, the trephine will cut much more 
quickly and cleanly. If, in addition, a third person 
steadies the head, the patient has little opportun- 
ity to move his head or eye during the operation. 
With the patient thus steadied Lister finds that it 
is possible to perform the iridectomy more neatly 
if he removes the trephine disc first. 

As regards the danger of leaving blood in the 
anterior chamber, attention is called to the fine de- 
posit of disintegrated haemoglobin sometimes seen 
on the front of the lens. To avoid this Lister waits 
a short time after doing the iridectomy before re- 
placing the flap. If there is only a little blood in the 
anterior chamber he leaves it as in most cases it 
speedily clears up. He believes it is a mistake to 
massage the blood out because in so doing the 
aqueous is expelled and if the bleeding has not 
ceased in the region of the trephine hole, the cornea 
exerts suction when it resumes its shape and the 
entire anterior chamber may be’ filled. If it is 
necessary to remove the blocd he irrigates the an- 
terior chamber. 

In Lister’s opinion the introduction into the 
anterior chamber of a fluid the composition of which 
can be only approximately that of the normal 
aqueous, is not a desirable proceeding. 

If the scleral disc falls into the anterior chamber 
it should be removed by means of the Hess iris 
forceps, a very delicate instrument with a shoulder. 
If this is not successful, irrigation should be done. 

A pre-operative injection of hyoscine and mor. 
phine is of great value; practically all of the author’s 
patients are very nervous. Nausea and vomiting 
are often prevented by not giving anything to drink 
for a number of hours afterward. As a general 
anaesthetic chloroform is recommended. 

T. D. ALLEN. 


Barraquer y Barraquer, I.: Criticism of Modern 
Methods of Cataract Extraction (Critica de los 
métodos modernos de extraccién de la catarata). 
Med. Ibera, 1919, NGmero extraordinario, 1 Cong. 
nac. de med. y cirug., gt. 

In addition to the usual pre-operative preparation, 
the eyelids should be washed with soap and water 
and 4 per cent silver nitrate solution. The surgeon 
should wear sterilized cotton gloves. 

Fixation is obtained with Desmarre’s elevator 
and Landol’s forceps. This is loosed when the 
flap is cut. 

The suturing is most important. The conjunctival 
flap is a part of the process, the bridge which leads 
to it. 

Iridectomy should be avoided, but if it is believed 
necessary, it should be peripberal. 

Care should be taken to prevent interposition 
between the edges of the wound and a graduated 
miosis. 
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The dressing must be limited to the operative 
region. 

In order to prevent the entrance of bacteria which 
might be brought into the wound by the eye-lashes 
during the period of healing, sublimate salve should 
be applied to the eyelids. M. M. Marruies. 


Castresana, B.: The New Suction Method for the 
Extraction of Cataract (Del nuevo procedimi- 
ento de la ventosa para la extracci6n de la catarata). 
Med. Ibera, 1919, Numero extraordinario, 1 Cong. 
nac. de med. y cirug., 100. 

The operative technique which should be used 
for the extraction of cataract is a most important 
problem and has been the subject of much discussion. 
The extraction of the cataract in toto was practised 
before the use of the suction method but because of 
the great loss of vitreous this procedure was aban- 
doned. Likewise the English method of suction did 
not completely meet expectations. ‘The latter, 
however, is less violent and in the author’s opinion 
more beneficial than the former because it produces 
less trauma and incipient and incomplete cataracts 
may be operated upon in this way without the 
formation of secondary opacities. 

Occasionally, however, the suction method may 
be followed by iritis though this is rare. Another 
disadvantage is that the flap which is cut for operat- 
ing is larger than usual with the ordinary procedures 
as the instrument used occupies more space, and 
this retards the cicatrization of the wound. More- 
over, the suction being localized in the pupillary 
field and applied over the anterior crystalline lens, 
it is difficult to withdraw it rapidly if the patient 
becomes restless and there is risk of causing com- 
plete luxation of the lens. The operation may be 
complicated also by the interposition between the 
edges of the wound of small capsular laminz or the 
fibers of the zonule which emerge upon the with- 
drawal of the cataract. Another fault of the method 
is that it does not obviate the loss of vitreous 
humor, though such less is infrequent when the 
operator is skillful. 

Notwithstanding the disadvantages enumerated, 
however, Castresana believes that the suction 
method should be tried out clinically to determine 
its indications. M. M. Marrutes. 


Lloyd, R. I.: Locations of Trephine Opening in 
Glaucoma after Cataract Extraction. Am. J. 
Ophth., 1919, ii, 601. 

This is a report of a case of preliminary iridectomy, 
Smith-Fisher intracapsulary extraction, acute glau- 
coma, posterior sclerotomy, corneoscleral trephin- 
ation in the area of iridectomy, corneoscleral trephin- 
ation at the opposite side of the cornea, iridotomy, 
and final vision of 15/30, tension 23.5 millimeters 
(Schiotz). The interesting point seems to be that 
the Elliot operation was followed by lowered tension 
after the second and not after the first operation. 
Lloyd believes this was due to the fact that the iris 
held back the vitreous which after the first operation 
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crowded forward into the wound and thus defeated 
the purpose of the drainage. He calls our attention 
to the necessity for taking tension before cataract 
extraction by mentioning the fact that glaucoma may 
be one cause of delayed union following such extrac- 
tion. T. D. ALLEN. 


Huizinga, J. G.: A New Suture in Advancement 
for Strabismus. Am. J. Ophth., 1910, ii, 606. 


In order to prevent the sutures from cutting 
through the muscle in advancement operations for 
strabismus, the author suggests that after the tendon 
has been severed close to its insertion, it should be 
folded back on itself beneath the muscle and held 
there by a suture, thus forming a loop at the end of 
the muscle. A thread passed through this loop 
should then be sutured to the tendon stump and 
sclera in the usual way. T. D. ALLEN. 


Garcia del Mazo, J.: Extirpation of the Lachrymal 
Sac (La extirpaci6n del saco lagrimal). Med. Ibera, 
1919, Namero extraordinario, 1 Cong. nac. de med. 
y cirug., 97. 

Affections of the lachrymal passages occupy an 
important place in ophthalmological practice not 
only because of their frequency, but also because 
of their resistance to medical treatment and the 
associated danger to the eyeball. 

Garcia has done 240 extirpations of the lachrymal 
sac according to a method of his own which he has 
reported previously; 195 in women and 45 in men; 
129 in the left eye and 111 in the right. The youngest 
patient was 11 years of age and the eldest 78. In 
24 cases the extirpation was bilateral. 

The difficulties of the operation depend upon 
hemostasis, adhesions, friability of the walls of the 
sac, fistula, old recurrent inflammations, and the 
anatomy of the region. The latter must be known in 
detail in order to use the method successfully. 

If the technique is imperfect a piece of the lach- 
rymal sac is apt to be left, causing infection and 
obstruction of the duct. 

Care must be taken to avoid perforating the orbit- 
al septum as this would give rise to infection of the 
orbital cellular tissue with its grave consequences. 

In the 240 cases the dacryocystitis was of the 
following types: simple, suppurative, 38; with ectasis 
of the lachrymal sac, 100; encysted or with mucocele, 
18; fistulous, 31; acute and subacute, 15; with ulcer 
and hypopyon, 7; with leucoma (operated upon by 
iridectomy and extirpation of the lachrymal sac), 
2; and with cataract (operated upon by cataract 
extraction and extirpation of the lachrymal sac), 20. 

The results obtained demonstrated that extirpa- 
tion of the lachrymal sac is a procedure much 
superior to any other known method and leads to the 
radical cure of the various forms of dacryocystitis. 
Its principal advantages are summed up as follows: 

1. There is absolute certainty that all of the 
diseased tissue will be removed. 

2. Cure is obtained quickly as even in the worst 
cases it required not more than fifteen days. Cauter- 


ization incapacitates the patient for from forty to 
fifty days or even longer. 

3. The operation is not painful. 

4. The cicatrix is not visible a month later. 

5. In patients who have had operations upon the 
eyeball, cataract extractions or iridectomy, the cure 
is on the whole perhaps better than in those who are 
more nearly normal. 

6. The effect of the operation on keratitis with 
hypopyon is notable; the condition is cured and no 
trace of it remains. 

7. In the majority of cases there is no lachryma- 
tion. 

In the author’s opinion those who at present have 
no confidence in the method will become its most 
enthusiastic advocates after they have become 
convinced of its efficacy. M. M. Marruigs. 


Holmes, C. R.: Extirpation of the Lachrymal 
Gland for the Relief of Epiphora. Arch. Ophth., 
1910, xlviii, 323. 


Removal of the lachrymal gland was early attempt- 
ed by a few operators but later entirely abandoned, 
probably because of sepsis. It appears more ra- 
tional to the writer to remove the main gland which 
secretes at least 90 per cent of the tears. An 
operation such as extirpation of the tear sac which 
does not remove the annoying lachrymal secretion he 
regards as a very incomplete piece of surgery. 

The incision he uses is made just below the eye- 
brow and carried 3 millimeters below the outer 
canthus. ‘The gland is described as of a delicate 
pinkish-yellow color not easily distinguishable 
from orbital fat. A thin but distinct layer of fascia lies 
between the superior and inferior gland. The 
tissue is friable and care must be used in dissecting 
it out in its entirety. 

Severe haemorrhage may occur although the 
author reports that he has never encountered it. 
In co-existent disease of the tear sac, the sac is 
excised, the field resterilized, and the lachrymal 
gland then removed at the same operation. The 
complete extirpation of the inferior gland is not 
easy as the gland is often nothing more than a 
varying number of minute aggregations of tissue 
irregularly scattered. 

Ten cases extending over twenty years are re- 
ported. The results have been excellent. 

S. S. Howe. 


Castroviejo, R.: A Contribution to the Study of 
Mycotic Concretions of the Lachrymal Canal- 
iculi (Contribuci6n al estudio de los concreciones 
micésicas de los canalfculos lagrimales). Med. Ibera, 
1919, Naimero extraordinario, 1 Cong. nac. de med. 
y cirug., 94. 

The formation of concretions in the lachrymal 
canaliculi is a rare condition and the case observed 
by the author is the first to be reported in Spain. 

Localized in the majority of cases in the inferior 
canaliculus, the evolution of the affection is almost 
the same in every instance and is characterized by 
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slow development, chronicity, and little tendency 
to spread. 

In one instance no parasitic agent was found to 
which it was possible to attribute the formation of 
the concretion, but those who have studied the con- 
dition are unanimous in regarding it as a mycosis. 
Two fungi of the same species (considered by some 
authors, however, as only one) have been found, i.e., 
the discomyces bovis or actinomyces and the dis- 
comyces or streptothrix foersteri. 

The name “pseudactinomycosis” given by some 
authors to the affection produced by the strepto- 
thrix foersteri, Castroviejo believes should be aban- 
doned and the term “‘streptothricosis,’’ proposed by 
Axenfeld, substituted for it. 

The mere presence of concretions is not sufficient 
to warrant a diagnosis of actinomycosis of the lach- 
rymal ducts. Definite evidence of the condition is 
given only by microscopic examination. Cases in 
which the characteristic findings are not observed 
must be considered cases of streptothricosis. 

The manner in which the contagion is spread is 
not evident. It is believed, however, that it takes 
place by means of vegetable rests, especially grasses, 
transported by the air or water to the conjunctiva, 
and that a series of changes in the mucosa and the 
caliber of the lachrymal duct are necessary before 
they can become attached. 

The prognosis of the condition is very favorable. 
Cure results within a few days after incision of the 
canal and extraction of the concretion either by sim- 
ple expression or by means of a curette. The spon- 
taneous cure which, according to some authors, may 
occur by calcareous degeneration, Castroviejo does 
not consider a true cure as the concretions continue 
to act as foreign bodies and produce at least func- 
tional disturbances even if they do not give rise to 
inflammatory complications. M. M. Martuies. 
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Lawrence, G. H.: Acute Suppurative Otitis Media. 
Wisconsin M. J., 1919, xviii, 95. 


Lawrence emphasizes particularly the importance 
‘of preserving an aseptic condition of the meatus in 
otitis media so as to prevent a staphylococcus infec- 
tion which nearly always results in chronicity. Dry 
treatment by means of a cotton-wrapped applicator 
and suction is preferable to irrigation treatment as 
the former is less apt to produce a secondary infec- 
tion. ‘ 

The practice of swabbing the nasopharynx in the 
acute infectious diseases is condemned as it causes 
gagging and forces the infected secretions up the 
eustachian tube. O. M. Rort. 


Sune y Medan, L.: The Indications for Mastoid 
Trephination (Indicaciones de la trepanci6n mas- 
toidea). Rev. espan. de cirug., 1919, i, 303. 

The surgeon should be prepared to open the mas- 
toid cavity under the following circumstances: 


1. When there is intense pain in the mastoid re- 
gion (whether or not it radiates toward the neck or 
the occipital, frontal, temporal, or parietal regions) 
and especially when it does not yield to other 
means of treatment. 

2. When there is very high and continued fever 
associated with chills. 

3. When headache is generalized, very intense, 
and incessant, with predominance of the fronto- 
occipital type. 

4. In cases in which there is facial or other cranial 
paralysis. 

5. Cases of frequent nausea, vomiting, and repeat- 
ed vertigo, stifiness of the neck, and sensory dis- 
turbances. 

6. When auricular suppuration is very abundant 
and foetid and appears to be chronic. 

7. When a cholesteatoma is found in the cavity. 

8. When there is considerable stenosis of the 
external auditory canal. 

9. When the multiple fungosities of the cavity 
and antrum quickly re-form after being destroyed 
and impede the discharge of pus. 

10. When on simple cutaneoperiosteal incision 
of the mastoid region to evacuate an abscess exten- 
sive caries of the bone is found with the sound and 
it is not possible to obtain good drainage. 

11. When an acute mastoiditis is suspected in the 
course of a chronic mastoiditis. 

12. When the patient gives a personal or family 
history of tuberculosis. 

13. When there is no amelioration of the more 
important symptoms at the end of six or eight weeks 
of conservative treatment. W. A. BRENNAN. 


Harris, T. J.: Severe and Uncontrollable Hzmor- 
rhage Following Mastoidectomy in a Patient 
Suffering from Purpura. NV. York M. J., 1910, 
CX, 35%. 


In the case reported there was a constant oozing 
of blood for a little more than two weeks following 
the operation. During this period, 1,400 cubic centi- 
meters of human blood were transfused. Locally 
coagulen oils and hemoplastin were used. The latter 
apparently gave the best results but the bleeding 
was not controlled until the wound was sutured. 

In commenting on this case Harris discusses the 
differences between hemophilia and purpura. Hem- 
ophilia is a hereditary disease characterized by a 
deficiency in one or more of the clotting properties 
of the blood which results in prolongation of the co- 
agulation time. Purpura, representing many differ- 
ent conditions, is characterized by a deficiency of 
blood platelets. Haemophilia is apt to occur in males, 
although it is transmitted through the female. Pur- 
pura occurs in both the male and the female. The 
bleeding in hemophilia occurs usually after injury; 
that from purpura is apt to be spontaneous and 
is characterized by frequent subcutaneous hemor- 
rhages. In hemophilia the amount of prothrombin 
is deficient, while in purpura it is normal. 

In the case reported the purpura was of the hered- 
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itary type as two of the patient’s brothers died from 
hemorrhage. In other respects the features were 
those which are characteristic of purpura. 

O. M. Rott. 


Allen, B.: Mastoid Stereoroentgenograms Present- 
ing Variations. Am. J. Roenigenol., 1919, vi, 385. 


The objects of this paper are to outline two practi- 
cal points relative to the roentgen examination and 
diagnosis of mastoid lesions illustrating the technique 
of making stereoroentgenograms of the right and left 
mastoid on a single pair of plates; to present a num- 
ber of specimens in dried skulls from which the 
mastoid was dissected; and to offer a preliminary 
report on a number of patients demonstrating a 
variation of the mastoid cells, a condition which here- 
tofore has been considered very rare. 

The technique employed with a special plate- 


changing device originated by the author is described 
in detail. Stereoroentgenograms give definite 
information relative to the condition of the mastoids 
and make possible early and accurate diagnoses. In 
slight or first degree mastoiditis a cloudiness or hazi- 
ness of the cell spaces may be noted, whereas in 
severe or second degree involvement distinct changes 
in the bone structure are visible in addition. 

The types of mastoid cells are spoken of as 
pneumatic and diploic. Usually the two sides are 
symmetrical. The author cites a case of a very rare 
condition in which the cells on one side were of the 
pneumatic variety and those on the other diploic. 
He also shows photographs of a specimen in which 
similar conditions obtained. In addition, the article 
contains plates illustrating lesser variations from the 
rule of symmetry in size, outline, and cellular con- 
sistency of the mastoids. Apotpo Hartune. 
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Mario de Gondra, D.: Congenital Choanal Occlu- 
sions (Oclusiones coanales congénitas). Med. 
Ibera, 1919, NG@mero extraordinario, 1 Cong. nac. 
de med. y cirug., 109. 

In the bony form of occlusion the author has been 
able to make out an atrophy of the inferior turbinate 
of ‘the corresponding side, while in membranous 
occlusion there is hypertrophy. 

Because of the nasal impermeability there may be, 
as in one of his cases of membranous occlusion, a 
venous stasis with extravasation of blood at the 
least touch or rubbing with the swab, even when the 
patient is not a hemophiliac.’ In this case also there 
was some disturbance of hearing due to tubotym- 
panic catarrh from chronic pharyngitis acquired in 
the course of the infection. 

As a rule the bony form of choanal occlusion 
should not be treated with the chisel and mallet as 
in the great majority of cases the obstructing dia- 
phragm is extremely hard. Moreover, it is often 
impossible to perforate the obstruction with these 
instruments because of the arrangement of the bony 
masses which form one solid rock-like body with the 
ethmoid bone, the pterygoid process, the palatine 
arch, the vomer, and the maxilla. It is therefore 
evident that violent manipulation may have a fatal 
result. Trephination is the only practical method of 
treatment. 

In cases of membranous occlusion the method 
used by the author is simple and has yielded excel- 
lent results, particularly in adults. After cocaniza- 
tion of the pharynx, nasopharynx, soft palate, and 
the anterior and posterior surfaces of the obstruct- 
ing membrane, a central choanal opening is made by 
means of the galvanocautery by way of the naso- 
pharynx. 

The cautery is bent to follow the curvature of 
-the cavity as it passes upward and as it is pushed 
forward is supported by the palate elevator. It is 
guided to the desired point with the aid of a rhino- 
scopic mirror of the largest size. 

This procedure is preferable to every other meth- 
od as the obstructing membrane can be seen in its 
entirety and the line or groove of its juncture with 
the choanal border is also plainly visible. It is along 
this line or groove that the end of the cautery must 
pass in order to destroy the obstructing membrane 
completely, leaving the choanal opening with nor- 
mal dimensions. 

By the anterior route, especially when there 
is some hypertrophy of the turbinate, it is nearly 
impossible to make a sufficiently large open- 
ing in the obstructing membrane. 

M. M. Martruies. 


Botella, E.: An Original Procedure for Conserva- 
tive Turbinectomy (Sobre un _ procedimiento 
original de turbinectomfa conservadora). Med. 
Ibera, 1919, NGmero extraordinario, 1 Cong. nac. 
de med. y cirug., 106. 


Hypertrophy of the inferior turbinate with conse- 
quent respiratory insufficiency and pharyngitis 
is extremely common. This hypertrophy may be 
soft, or of moderate consistency, or hard. The treat- 
ment usually employed is as follows: For the soft 
hypertrophy, extirpation of a quantity of tissue with 
the cold loop; for hypertrophy of moderate con- 
sistency, the use of the galvanic cautery; and for the 
hard hypertrophy, partial or total turbinectomy. 

In every case a great quantity of mucosa is sacri- 
ficed and as a consequence crusts form which annoy 
the patient more than the respiratory difficulty of 
which he complained in the first place. Effort is 
made to avoid this inconvenience by the methods of 
Freer, Wurdeman, Watson, and Yankauer, but the 
technique of all of them is very difficult and requires 
a special instrument. 

The procedure originated by Botella has the ad- 
vantages of the methods named and its execution is 
extremely simple. It consists in resecting a wedge 
the whole length of the osseous portion of the hyper- 
trophied turbinate as follows: 

1. Anesthesia is induced by the use of strips of 
gauze moistened with to per cent cocaine solution. 

2. Witha large Laurens forceps a wedge of bone is 
taken out longitudinally. 

3. The flap which remains is held with a Péan 
forceps and drawn forward. The raw edges having 
been approximated, they are held in place by a strip 
of gauze and the superfluous portion of the flap is cut 


away. M. M. MArtruies. 


Casadesus, F.: My Method of Trephining Certain 
Types of Frontal Sinusitis (Mi manual operatorio 
en la trepanaci6n de ciertas formas de sinusitis 
frontales). Med. Ibera, t919, Namero extraordi- 
nario, 1 Cong. nac. de med. ycirug., 105. 

In some cases of chronic suppurating frontal 
sinusitis the anterior frontal wall and the orbital 
border are affected with bone necrosis while all of 
the orbital vault which makes the floor of the frontal 
sinus remains normal or nearly normal. 

In such cases it is not possible to follow Killian’s 
method because it is necessary to resect the orbital 
border. Moreover, if the sinus is entered by way of 
the orbit (as is usually done) a true sinusectomy with 
its resulting deformity must be performed. 

Casadesfis prefers to do a partial or total eth- 
moidectomy by the external route in every case in 
which a radical operation upon the frontal sinus is 
necessary and at the same time preserve the esthetic 
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appearance as much as possible. His method con- 
sists in entering the sinus anteriorly, taking ad- 
vantage of the fact that in such cases there are many 
symptoms of necrosis of the frontal wall (blackish 
discoloration, parchment consistency, fistula, etc.) 
to resect all the anterior wall and all that is necessary 
of the orbital border without touching the healthy 
portion of the orbital vault. He then trephines the 
external part of the internal orbital process of the 
frontal bone to the frontonasal duct, transforming 
it into a canal and prolonging the trephination 
downward through the ascending process, etc., as is 
done by Killian’s method of curetting the ethmoid. 
This having been done, the wound is sutured except 
in the external angle where the drainage tube is 
placed, or it is left open in the frontal portion 
according to the requirements of the particular case. 
M. M. MATTHIES. 


Moore, I.: Recurring Sphenochoanal Polypus in a 
Child. Proc. Roy. Soc. Med., Lond., 1919, xii, 
Sect. Laryngol., 104. 

Moore describes a recurring sphenochoanal poly- 
pus in a child 8 years of age. Two years previously 
a postnasal polypus which was microscopically 
shown to be a soft fibroma and had its origin in the 
left sphenoidal sinus was removed. In the operation 
reported a recurring growth fromthe same sinus was 
removed. The first growth consisted of two polypi 
attached by separate pedicles toa common stalk. and 
the second of two polypi on separate pedicles. 

O. M. Rott. 


THROAT 


Masland, H. C.: Mechanical and Physiological 
Considerations in Tonsillectomy. N. York M. 
J. 1989, CX, 277. 

Masland makes a. plea for the skillful removal of 
the major portion of the tonsil, leaving a shallow 
layer of tonsil and the capsule in most cases, and re- 
serving the complete removal of the tonsil and cap- 
sule for the small minority of cases. 

This stand is taken (1) because of the interference 
with the mechanophysiological functions of the voice 
caused by complete tonsillectomy, and (2) because 
of the possibility that the tonsil may have a function 
which is not yet fully understood. 0. M. Rorr. 


Grant, J. D.: A Case of Pharyngeal Diverticulum 
Treated by Dislocation and Fixation in the Up- 
per Part of the Neck. Proc. Roy. Soc. Med., Lond., 
1919, xii, Sect. Laryngol., 156. 

Grant treated a pharyngeal diverticulum by fix- 
ing it in the upper part of the neck as follows: 

An incision was made along the anterior border 
of the sternomastoid which was retracted inside its 
sheath. It was then slit up so as to expose the deep 
parts of the neck, the omohyoid muscle was divided, 
the great vessels were drawn outward, and the larynx 
and trachea drawn inward. In this way the thyroid 
gland was exposed. Close behind it was a swelling 


consisting of the pharyngeal sac which dipped very 
deeply down behind the manubrium sterni and was 
adherent to the surrounding tissues. When de- 
tached by the finger and pulled up into the wound 
it was found to be about the size of a very large hu- 
man tongue and apparently thick-walled. It was 
stitched into the upper part of the operative cavity 
without puncture of its walls, and the wound then 
closed except at the lower part where a rolled India- 
rubber drain was introduced. The latter was left 
in place for two days, there being very little dis- 
charge. A small tube was kept in the stomach for 
twenty-four hours. After its removal the patient 
was able to swallow with perfect ease and has had no 
difficulty since. O. M. Rorr. 


Syme, W. S.: The Removal of the Larynx for Malig- 
nant Disease. Proc. Roy. Soc. Med., Lond., 1919, 
xii, Sect. Laryngol., 109. 

Syme describes a laryngectomy for malignant 
disease which was followed by good results. The 
cut end of the pharynx was stitched to the root of 
the tongue and the floor of the mouth. For five 
weeks the patient was fed by a tube passed through 
the nose. He has now resumed his work and has 
a good pharyngeal voice. O. M. Rorrt. 


Barajas, L.: The Treatment of Laryngeal Ne- 
oplasms with Radium (Tratamiento por el ra- 
dium de las neoplasias en la laringe). Med. Ibera, 
Namero extraordinario, 1 Cong. nac. de med. y 
cirug., Tor. 

As they are still uncertain, the results of the use 
of radium in laryngology are at present being care- 
fully watched. 

The radium should be placed in the larynx in situ, 
using the gamma rays and avoiding the stimulant 
action of the secondary rays. 

Cases of spreading epithelial tumors evidently 
undergo a process of amelioration, even to an appar- 
ent cure, after the first applications of radium if the 
dosage is adapted to the case and the subject. In all 
of the cases observed by the author, however, the 
tumors re-appeared in a very short time and in 58 
cases not one complete cure was obtained. 

Radium exerts a positive retarding action on the 
growth of neoplasms, in some instances causing an 
encysted lardaceous degeneration. 

Its analgesic action in moderate doses is evident 
and constitutes one of its most important benefits. 

The use of radium does not change the indications 
for operation which is the best treatment, but it is 
particularly valuable in the treatment of patients 
who refuse operation. 

It is not known to what extent postoperative 
applications influence recurrences because those in 
whom recurrence has begun go on in the same way 
in spite of the radiation, and when there is no re- 
currence we cannot be sure whether this condition is 
due to successful surgery or the radiation. 

The dosage of radium is important. In the au- 
thor’s observations he found that the quantity should 
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not be less than 45 or 50 milligrams nor more than 
75 or 80 milligrams, with a maximum duration of two 
hours each session. 

The applications should be as frequent as the re- 


-action of the organism after treatment will permit. 


The reaction is the more rapid and intense the 
greater the amount of the element that is used and 
the longer the duration of the session. 

In the hemorrhagic forms of neoplasms the use 
of radium is contra-indicated as it increases the 
hemorrhage from the neoplasm and the area imme- 
diately surrounding it. 

The pavement-celled epithelioma is the most re- 
fractory to radiotherapy and its exacerbations most 
evident. 

The beneficial action of radium is extremely 
definite in papillomata, absolute cure having been 
observed in cases of multiple recurrent tumors of 
this type. 

In ulcerative tuberculosis radium is completely 
contra-indicated, while in lupus its benefit is positive. 

Barajas is satisfied that radium merely retards the 
development of some varieties of epitheliomata, 
hastens it in others, and completely cures none, but 
that it greatly decreases the pain. 

M. M. Matraies. 


MOUTH 


Dittman, G. C.: The Interrelation between Ortho- 
dontic Malformation and Disease of the Nose 
and Throat. Minnesota Med., 1910, ii, 305. 


Dittman states that malformation of the den- 
tal arches and maxilla is an important etiologic 
factor in many nose and throat affections. He gives 
a very careful review of the anatomy of the bones 
forming the face and sums up his article briefly as 
follows: 

1. This is an era which must recognize dentistry 
as an aid to medicine and medicine as an aid to 
dentistry. 

2. The orthodontist and the rhinologist should be 
closely associated, and to obtain the best results in 
the young, co-operation of those practicing these 
two specialties is imperative. 

3. The best results are often obtained when nasal 


.and throat operations are performed in conjunction 


with orthodontic correction. 
4. Orthodontic deformities and respiratory func- 
tion are correlated. M. N. FEDERSPIEL. 


Thoma, K. H.: The Clinical, Roentgen, and 
Microscopic Diagnosis of Dental Conditions. 
Dental Cosmos, 1919, 1xi, 742. 


In Thoma’s opinion the average dentist neglects 
making a thorough examination of the mouth to 
locate the presence of conditions of which the patient 
is unaware and which he therefore fails to mention. 
Years ago dental work was limited to the relief of 
pain and the restoration of all useful teeth. Exten- 
sive bridgework was attached to infected teeth 
which finally caused severe systemic conditions. 

A thorough examination should include: (1) a 
complete history; (2) inspection of the mouth; (3) 
an X-ray examination; (4) an instrumental examin- 
ation to discover the presence of devitalized teeth; 
(5) a microscopic examination of any pathologic 
discharges; and (6) a record of the examination. 

All conditions must be summed up before it can 
be decided how radical the treatment should be. 
The prognosis depends entirely upon the seriousness 
of the general disease and the extent of the local 
condition. 

Thoma reports several very interesting case 
histories, giving the findings of the examination, the 
diagnosis, and the prognosis. M.N. FEDERSPIEL. 


Moorehead, F. B., and Dewey, K. W.: Composite 
Odontoma. Surg. Clin. Chicago, 1919, iii, 645. 

Moorehead and Dewey report a case of com- 
posite odontoma removed from lower angle of the 
left jaw. 

The swelling, which was uniform and hard, oc- 
cupied the body of the bone. The bulging in- 
volved the buccal cavity and tongue to an equal 
degree. The diagnosis was made from the clinical 
and X-ray examinations. 

The mass was removed under local anesthesia 
(novocaine) and the wound packed with gauze 
saturated with compound tincture of benzoin. 
The tumor measured 3.5 by 2 by 2 centimeters 
and weighed 20.5 grams. M. N. FEDERSPIEL. 
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